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Histologic study of heterogenous bone implants 


in human beings: preliminary report 


@ William H. Bell, D.D.S., Houston, Texas 


Anorganic bone chips or despeciated calf 
bone paste were placed in tooth extraction 
sockets of 15 patients. Subsequent biopsy of 
the sockets revealed no evidence of sensiti- 
zation reactions. With each type of bone 
implant, there was microscopic evidence of 
formation of fibrous tissue and eventual 
formation of new bone. However, it is the 
conclusion of the author that the healing 
capacity of the host is such that healing 
takes place in spite of what is transplanted, 
and not necessarily because of what is used. 





Most orthopedic surgeons and _investi- 
gators'® who have studied the healing of 
various types of bone grafts are in agree- 
ment that autogenous bone offers the best 
source of bone for grafting when it is 
available. The majority of oral surgery 
procedures, however, and many ortho- 
pedic procedures as well, do not warrant 
the removal of autogenous bone. Obtain- 
ing sufficient homologous bone is imprac- 
tical, if not impossible, in many instances. 





Storage, transportation, lack of availabil- 
ity, possibility of syphilis and hepatitis 
virus contamination are some of the in- 
herent problems associated with the use 
of homologous bone. 

Inferior clinical results reported with 
the use of homologous and heterogenous 
bone grafts are generally attributed to the 
organic content of the graft material. In 
spite of this, and because of the problems 
associated with the use of autogenous and 
homologous bone, clinicians have tried 


This work was supported in part by Public Health Service 
Grant D-408 and D-200. 

Assistant professor, department of surgery, University of 
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for many years to use physically and 
chemically altered heterogenous bone. Re- 
ported results with the use of these grafts 
have varied considerably, and until recent 
years have generally been poor. Results 
in the past with the use of heterogenous 
bone implants in oral surgery have like- 
wise been poor. During the past ten years, 
however, a number of favorable reports 
on the use of heterogenous bone have ap- 
peared in the medical and dental litera- 
ture.**° Some of these publications report 
results which are comparable with those 
from the use of autogenous bone." 

Many attempts have been made to 
remove or alter the residual organic con- 
stituents within heterogenous _ bone. 
Tucker’”* has reported successful graft- 
ing with stored bovine bone and has the- 
orized that clinical successes are due to 
prolonged storage in 20 per cent homolo- 
gous bovine plasma at 40°F. He feels 
that this “culturing”’’ results in a “despe- 
ciation of the calf bone,” and as the spe- 
cies specificity is decreased or lost, the 
possibility of heterogenic reactions is 
diminished or eliminated. 

Tucker’” ?* has reported that by pre- 
serving calf bone in bovine plasma at a 
low metabolic temperature, he found: (1) 
the bone cells remain intact for long peri- 
ods of time, (2) there was no untoward 
reaction between calf bone preserved in 
plasma and human bone, and (3) the 
bone may be transferred from one species 
to another without heterogenous tissue 
reactions, inducing earlier union than 
autogenous bone. 

Losee and Peckham!® have removed 
the organic matter from heterogenous 
bone, without altering the inorganic struc- 
ture, by treating it with an organic solvent 


ethylenediamine. The remaining inor- 
ganic matrix has been termed “anorganic 
bone.” Boyne and Losee’ concluded from 
their histological study of anorganic bone 
implantations i in monkeys that there was 
“biologic host acceptance of cross-species 
anorganic bone in mandibular and maxil- 
lary osseous defects of the oral cavity.’ 
They observed early revascularization of 
the macrocanalicular systems within the 
bone particles with no evidence of for- 
eign body reaction. 

The significance of the work by 
Losee and Tucker lies in the fact that if 
the antigenicity of heterogenous bone ac- 
tually has been lost by treating it by either 
of these methods, there will a an unlim- 
ited source of bone which can be pre- 
served safely for long periods and used in 
oral and orthopedic surgery operations 
wherever needed. 
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Before anorganic bone chips or de- 
speciated bovine bone paste were used in 
patients, they were compared experi- 
mentally in prepared one-third inch 
trephine defects in the radiuses of dogs, 
to autogenous bone chip grafts and de- 
fects containing blood clots. The results 
of these experiments indicated that all 
three types of bone were incorporated in 
the organizing blood clot. New bone was 
formed around the implanted bone chips. 
There was very little difference between 
the rate of healing of these defects. The 
results suggested that cultured bovine 
bone chips were slower to be incorporated 
in the blood clot during the first three 
weeks than the other two implants. After 
ten weeks, healing of all defects was his- 
tologically and clinically comparable. The 
only exception to this finding was in the 
defects containing anorganic bone where 
many unresorbed particles were noted. 

The purpose of this study is to com- 
pare the histological, clinical and roent- 
genographic response of implants of de- 
speciated calf bone paste with anorganic 
bone chips in tooth sockets of human be- 
ings. It was felt that such a study might 
show whether or not these bone implants 
could be used successfully in clinical pro- 
cedures and whether their response in 
human beings was similar to the response 
in dogs. 


@ Method and Materials 


The cultured calf bone used in this 
study was prepared under rigid aseptic 
technic according to the method of 
Tucker.’" 18 It is cancellous bovine bone 
(15-20 U.S. Standard Mesh Size) which 
has been stored in 20 per cent bovine 
plasma for a minimum of 30 days, at 








40°F. and mixed with about 10 per cent 
fibrinogen. Bovine bone prepared by this 
method has been termed “despeciated calf 
bone paste.” 

The anorganic bone chips (between 
20-40 U.S. Standard Mesh Size) were 
obtained from bovine bone which had 
been treated with an ‘organic solvent, 
ethylenediamine, according to the method 
of Losee and Hurley.”° 

Only patients who were in good gen- 
eral condition and who gave a negative 
history of systemic diseases were selected 
for these bone implantations. It was 
thought that this would minimize the pos- 
sibility of retarded wound healing due to 
negative nitrogen balance. Only teeth 
with at least two thirds of the normal 
amount of supporting bone present were 
selected. These alveoli were filled with 
bone chips only if the teeth were ex- 
tracted in toto and without fracture of the 
labial or lingual cortical plates. 

The anorganic bone chips and de- 
speciated calf bone paste were placed into 
tooth extraction sockets of 15 clinical pa- 
tients at the University of Texas Dental 
Branch. The ages of these patients ranged 
from 26 to 53, the average being 38. Ex- 
traction sockets were slightly underfilled 
with bone chips. A minimum of four 
teeth were extracted so that one half of 
the extraction sockets could fill with blood 
clots and serve as clinical controls. 

The lingual and labial mucoperi- 
osteal flaps were sutured together as close 
as possible. No parenteral or local anti- 
biotics were used before or after surgery. 


20. Losee, F. L., and Hurley, L. A. Successful cross- 
species bone grafting accomplished by removal of donor organic 
matrix. Progress report, NM 004006.09.01. 14:911 Dec. 5, 
1956. Bethesda, Md., U.S. Naval Medical Research Institute. 
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Fig. 1—A: Upper left central incisor socket filled 
with cultured bovine bone chips 50 days. B: One- 
third inch trephine is inserted through small in- 
cision in mucoperiosteum opposite tooth socket 
from which specimen is to be taken. Specimen 
obtained by this technic is shown opposite trephine. 
C: Immediate postoperative view of exact region 
from which specimen was obtained 


Biopsy specimens were subsequently 
taken from the middle one third of the 
healing sockets at various intervals, by 
means of the technic outlined in Figure 1. 

Roentgenograms were taken imme- 
diately after implants were made, just 
prior to removal of the specimen, and af- 
ter removal of the specimen. 


w Results 


There was no detectable clinical dif- 
ference in healing of the mucoperiosteal 
flaps overlying the extraction wound. Oc- 
casionally there was extrusion of a few 
amorganic or despeciated calf bone par- 
ticles during the first few postoperative 
days. It was felt that this was of no sig- 
nificance and may have been due to over- 
filling of the alveolus. The same thing 
occurs with the use of autogenous bone 





chips. No allergic reactions or infections 
were observed in any of the patients. 
Routine hematoxylin and eosin his- 
tologic sections were made of 7, 14, 35, 
50, 120 and 180 day old biopsy specimens 
which had been decalcified and embed- 
ded in paraffin. All specimens were ex- 
amined histologically and evaluated for 
the following: (1) envelopment by con- 
nective tissue, (2) immunological re- 
sponse, (3) reactive bone formation, (4) 
revascularization, (5) perivascular new 
bone formation, (6) rate of resorption of 
the bone chips, and (7) viability or non- 
viability of despeciated calf bone. 


@ Histologic Results of 
Despeciated Calf Bone Implants 


Seven-day old specimens showed 
poor organization wherever despeciated 
calf bone particles were present. In con- 
trast to the histological appearance of 
some of the cultured bovine bone chips 
before implantation (Fig. 2), all lacuni 
were now empty. Although organization 
was proceeding by proliferation of fibro- 





Fig. 2—High power photomicrograph of bovine 
bone chip after storage in 20 per cent bovine 
plasma at 40° F. for 30 days, showing some intact 
cellular elements 
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blasts from the walls of the alveoli, the 
bone chips were surrounded by many 
polymorphonuclear leukocytes. 

Fourteen-day old specimens (Fig. 
3,A) revealed that further organization, 
particularly around the periphery, was 
taking place. There was no sign of new 
bone formation. Many polymorphonu- 
clear leukocytes and a few multinucleated 
giant cells were present (Fig. 3,B). 

A 35 day old specimen (Fig. 4) re- 
vealed the presence of an unorganized 
hematoma in the center of the specimen. 
Remaining particles were surrounded by 
many round cells and were being resorbed 
by multinucleated giant cells. 

Fifty-day old specimens (Fig. 5) 
showed filling in of the extraction sockets 
by reactive bone formation from the 
lateral walls of the alveolus. In the center 
of the specimen there was a large area of 
organized connective tissue. Scattered 
throughout this tissue were remnants of 
the grafted particles (Fig. 5,B). There 
was evidence of chronic inflammation 
around some of the remaining bone chips. 








fA 


Fig. 4—Medium power view of 35 day despeciated 
calf bone paste implant shows round cell infiltra- 
tion and resorption of particle by multinucleated 
giant cells 


A 120 day old specimen (Fig. 6) 
revealed that filling in of the alveolus was 
still not complete. In the center of the ex- 
traction wound there were a number of 
graft particles which were lying dormant 
in dense connective tissue. Up to this 
time there was no evidence of perivascular 
infiltration of any of the bone implants. 
With only a few exceptions there was no 





Fig. 3—Histologic sections of 14 day despeciated calf bone paste implant. A: Low power view of graft 
particles surrounded by organizing blood clot. 1, bone chip with empty lacunae. 2, inner border of labial 
cortical plate. B: Medium power view of implanted particles from center of specimen, surrounded by 


polymorphonuclear leukocytes 
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Fig. 5—Despeciated calf bone paste implant in 
socket 50 days. A: Low power view shows filling 
in of socket with new bone. B: Medium power 
view of area demarcated in A shows bone chips 
surrounded by dense connective tissue and round 
cells 





Fig. 6—A: One hundred and twenty day old despeciated calf bone implant in lower 
bicuspid extraction sockets. B: One hundred and twenty day old implant, 1, sur- 
rounded by dense connective tissue, 2, caused by fibroplastic reaction, is being de- 
stroyed by phagocytosis 
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histologic evidence that reactive bone for- 
mation had taken place around any of 


the implanted bone chips. 


@ Histologic Results 
of Anorganic Bone Implants 

Seven-day old specimens revealed 
many polymorphonuclear _ leukocytes 
around the implanted particles with mini- 
mal vascular infiltration into the macro 
canalicular systems. 

After 14 days there was no evidence 
of new bone formation, nor was there evi- 


A 





dence of resorption of anorganic bone 
(Fig. 7). 

After fifty days, anorganic bone im- 
plants (Fig. 8) showed no histologic evi- 
dence of resorption. Perivascular infiltra- 
tion occurred into some of the already 
existing macrocanalicular openings. New 
bone was seen to be growing in from the 
periphery of the extraction socket (Fig. 
8,B). Some of the anorganic particles 
were surrounded by collagen. There was 
minimal inflammatory reaction around 
the implants. 





Fig. 7—Fourteen day old anorganic bone implant. A: Low power view of gross specimen with anorganic 
chips enveloped in organizing blood clot; 1, inner border of labial cortical plate and 2, lateral wall of 
alveolus. B: Medium power view of anorganic bone chip from demarcated area in A. 1, connective tissue 
growth into one of the macrocanalicular systems and 2, round cell infiltration. C: Resorption of detached 
autogenous bone chip from inner border of labial cortical plate. Multinucleated giant cells resorbing auto- 
genous particle, 1, and inner border of labial cortical plate, 2 
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Figures 9 and 10 show the roent- 
genographic and histologic changes of an 
implant of anorganic bone after 180 days 
healing. Some of the graft particles were 
surrounded by new host bone which had 
grown in from the periphery (Fig. 10,B). 
Wherever new bone surrounded this 
bone, there was no evidence of resorption. 
In some areas where there was no new 
bone, the graft particles (Fig. 10,C) were 
being resorbed. There was little evidence 
of perivascular infiltration or perivascular 
new bone formation. 


@ Discussion 


It is interesting to note that even 
though both of these bone substitutes 
were derived from heterogenous sources, 
no obvious sensitization reactions oc- 
curred in any of the patients. Because 
eosinophils are more numerous in the tis- 
sues where allergic phenomena are oc- 
curring, it should be noted that they were 
not observed any more frequently in spec- 
imens containing despeciated calf bone or 
anorganic bone. 

The superimposition of the labial 


and lingual cortical plates, plus the fact 
that the implanted bone increases the 
density of the roentgen ray, make the 
roentgenograms of no value in determin- 
ing the early changes that take place. The 
roentgenographic results were significant 
for two reasons: (1) the tendency noted 
for both of these implants to be pushed 
toward the oral epithelium, and (2) the 
observation that despeciated calf bone 
and anorganic bone are slow to be re- 
sorbed. 

The over-all incorporation of despe- 
ciated calf bone takes place by the in- 
growth of connective tissue around the 
chips and subsequent osteoclastic resorp- 
tion. Eventually there is replacement by 
bone tissue from the host, but this takes 
place only indirectly after all remnants 
of the bone chips have been removed by 
host osteoclastic activity. 

Histologic results indicate that de- 
speciated calf bone paste is accepted by 
the host in a manner similar to that de- 
scribed by Maatz and co-workers.* These 
investigators found that heterogenous 
grafts, for the most part, are enveloped 





Fig. 8—A: Fifty day anorganic bone implant shows reactive new bone formation commencing from walls 
of socket. Bone chips are embedded in organized connective tissue. B: Medium power view of indicated 
area from A .10ws, 1, reactive new bone formation growing in from lateral wall of extraction socket, and 
2, anorganic bone particle surrounded by organized connective tissue 
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Fig. 9—One hundred and eighty day old anorganic bone implant. A: Preoperative 
view. Anorganic bone chips implanted into first bicuspid, second bicuspid and cuspid 
extraction sockets. B and C: Six month postoperative view demonstrates grouping of 
anorganic chips toward oral epithelium. Outline of grafted particles remains clearly 
visible. D: Area from which specimen was taken. E: View of specimen 


for some time by connective tissue and 
consequently act, to a considerable extent, 
as foreign bodies in relation to the host. 

Moss** has succeeded in extracting 
an organic factor from despeciated calf 
bone paste which acts as an osteogenic 
inductor when placed intracerebrally in 
rats. The histologic findings of this study 
of despeciated calf bone are suggestive 
that either this osteogenic factor does not 
produce the same results in the human 
being or it was not present in sufficient 
concentration. 

The over-all incorporation of anor- 
ganic bone implants takes place somewhat 
differently from that of despeciated calf 
bone. The anorganic particles become sur- 
rounded by connective tissue which grows 





in from the periphery. Reactive new bone 
formation eventually occurs and the graft 
particles become embedded in host bone, 
acting only as a scaffolding for connective 
tissue to grow around and possibly re- 
tarding this ingrowth. 

Mangos” has shown that the normal 
healing tooth socket is completely filled 
with new bone at the end of 15 weeks. 
The specimen of the 180 day anorganic 
implant did not show complete filling in 
with bone in the upper half of the extrac- 
tion socket. Thus, healing may be slower 


where this bone has been used, although 


21. Moss, Melvin L. Extraction of an osteogenic inductor 
factor from bone. Science 127:755 April 4, 1958. 


22. Mangos, J. F. Healing of extraction wounds. New 
Zealand D. J. 37:4 Jan. 1941. 
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this was not the primary consideration 
in this study. 

Ray and Holloway** have recently 
presented evidence that the best substi- 
tute for fresh autogenous bone grafts is 
the organic matrix of bone devoid of its 
inorganic salt. The result of this study 
with anorganic bone, which is essentially 
free of organic matrix, may substantiate 
their findings. 

Losee and Hurley** have described 
the optimal bone graft as being “one 
which is most readily: (1) accepted with 
least reaction, (2) incorporated in callus 
formation, (3) vascularized with subse- 
quent mineralization, and (4) absorbed 


(remodelled) by the host.” 
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The histologic results of this study 
indicate that anorganic bone is not rap- 
idly resorbed. Because the organic portion 
of this bone has been removed, it is lack- 
ing in tensile strength. If such a graft 
material were used to fill a large cystic 
defect in the mandible and the implant 
was very slow to be replaced by new host 
bone, it might materially weaken the 
grafted region. The experimental _re- 
sults of Hayward and co-workers” and 


23. Ray, R. D., and Holloway, J. A. Bone implants. J. 
Bone & Joint Surg. 39A:1119 Oct. 1957. 

24. Losee, F. L., and Hurley, L. A. Bone treated with 
ethylenediamine as a successful foundation material in cross- 
species bone grafts. Nature 177:1032 June 2, 1956. 

25. Hayward, J. R.; Costich, E. R., and Avery, J. K. Use 
of inorganic beef bone matrix in oral surgery. (Abst.) J. D. 
Res. 37:46 Feb. 1958. 





Fig. 10—Histologic sections of 180 day old anorganic bone implant. A: Low power view of gross specimen. 
1, inner border of lingual cortical plate, 2, lateral wall of extraction socket. B: Medium power view from 
area designated in A by arrows, shows reactive new bone formation around anorganic bone particles. 
C: Medium power view shows resorption of anorganic bone chips by multinucleated giant cells 
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Mitchell?* were suggestive that this might 
be true. 

It is interesting to noie the bone frag- 
ment which is seen in Figure 7,C. It 
probably became detached from the wall 
of the socket when the tooth was ex- 
tracted. There was active osteoclastic re- 
sorption of this autogenous chip and the 
adjacent inner border of the labial cortical 
plate. However, none of the anorganic 
bone chips showed any sign of resorption. 
Successful replacement of a bone implant 
is probably dependent on rapid revascu- 
larization with subsequent osseous in- 
vasion. 

There are many clinical reports de- 
scribing good results with the use of 
heterogenous bone. Too many of these 
reports are based on a short-term clinical 
and roentgenologic evaluation. More long- 
term roentgenographic and _ histologic 
studies in human beings are necessary for 
a proper evaluation. 

There are several obvious limitations 
to a histologic study of this type. Consid- 
erable variation exists between the heal- 
ing time of different extraction wounds 
and the healing of the individual extrac- 
tion socket. The results reported represent 


@ Human anv ANIMAL INTELLIGENCE 
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only a preliminary study and will be sup- 
plemented by a larger series of patients 
over a longer period of time. 


@ Summary 


1. Histologic study reveals that the 
microscopic changes occurring in the 
healing tooth socket are not necessarily 
revealed by roentgenographic or clinical 
examination. 


2. Anorganic bone chips and despe- 
ciated calf bone paste were placed in tooth 
extraction sockets of 15 patients. Biopsy 
specimens of these implants were taken 
at various time intervals and studied his- 
tologically. Histologic and roentgeno- 
graphic studies indicated that neither of 
these implants stimulated osteogenesis. 


3. Definite conclusions as to the 
fate of these bone implants must await a 
larger study of cases. 


4. The healing capacity of the host 
is such that healing frequently takes place 
in spite of what is implanted, and not 
necessarily because of what is used. 


26. Mitchell, D. F. Heterotopic osteogenic effect of cal- 
cium hydroxide in rat connective tissue. (Abst.) J. D. Res. 
37:47 Feb. 1958. 


Science denies intelligence to an animal if it ever behaves with the same stupidity we often exhibit 


ourselves.—John Crompton. 

















The oral surgeon’s responsibility 


in cardiac arrest 


w@ Francis N. Cooke, M.D., Miami, Fla. 


The primary objective of oral surgeons 
should be to prevent cardiac arrest by careful 
appraisal of the entire patient and a constant 
awareness by the operating team of the fac- 
tors that may lead to arrest and their control 
or correction before arrest occurs. In spite of 
this, if cardiac arrest occurs, then cardiac 
resuscitation can be accomplished only by 
quickly executing a prearranged plan of 
action. 





Cardiac arrest can be defined as the sud- 
den cessation of effective heart action and 
as a result the cessation of movement of 
blood through the vascular system. Car- 
diac arrest may be either cardiac stand- 
still, the most commonly occurring of the 
two, or ventricular fibrillation. Fibrilla- 
tion of the ventricular muscle resembles 
the writhings of a bag of worms and when 
fibrillation occurs, forceful, effective con- 
traction of the ventricles is not possible. 
If and when such events transpire, the 
inevitable fatal consequences follow 
within minutes unless cardiac resuscita- 


tion can be accomplished quickly. 


@ Incidence of Cardiac Arrest 


The incidence of cardiac arrest has 
been estimated by various authors’? to be 
one in 858 to one in several thousand ad- 
ministrations of anesthesia. Stephenson 
and co-workers? have tabulated 212 in- 





stances of cardiac arrest in 507,151 anes- 
thesia procedures from 30 large medical 
centers, which is an incidence of one in 
every 2,384 administrations. Many sur- 
geons believe that this catastrophe is on 
the increase and there are some indica- 
tions that this is so. Snyder, in discussion 
of a paper on cardiac arrest by Berne, 
Denson and Mikkelsen,* reported on a 
tabulation of all the general surgical pro- 
cedures performed at the Los Angeles 
Childrens’ Hospital for a 20 year period. 
The procedures included all surgical sub- 
specialties except thoracic surgery. The 
operations were divided by year into four 
five-year periods up to 1952. The total 
number of surgical procedures during 
each five year period was essentially the 
same. Deaths on the operating table were 
four in the first period; two in the second 
period; three during the third five year 
period. During the last five year period, 
from 1947 to 1952, 14 instances of car- 
diac arrest occurred. 

The importance of this occurrence 
in routine daily surgical cases cannot be 


Paper read before the American Society of Oral Surgeons, 
Miami Beach, Fla., November 1, 1957. 

Clinical assistant professor of surgery, University of Miami. 

1. Miller, F. A., and others. Respiratory acidosis; its 
relationship to cardiac junction and other physiologic mech- 
anisms. Surgery 32:171 Aug. 1952. 

2. Stephenson, H. E., Jr.; Reid, L. C., and Hinton, J. W. 
Some common denominators in 1,200 cases of cardiac arrest. 
Ann. Surg. 137:731 May 1953. 

3. Berne, C. J.; Denson, J. S., and Mikkelsen, W. P. 
Cardiac arrest—problems in its control. Am. J. Surg. 90:189 
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overestimated. In a report on 1,200 col- 
lected instances of cardiac arrest, Stephen- 
son, Reid and Hinton? found that the 
incidence in the male was 61 per cent to 
31 per cent for the female. However, sur- 
vival after resuscitation was more fre- 
quent in the male. Of these 1,200 in- 
stances the highest percentage (21 per 
cent) of cardiac arrest occurred during 
the first decade of life. The lowest per- 
centage was in the second decade, increas- 
ing somewhat during the third decade, 
and from 30 through 70 years, the per- 
centage of this series was essentially the 
same varying from 12 to 15 per cent for 
each ten year period. These authors also 
tabulated the type of operation being per- 
formed at the time cardiac arrest occurred. 
Of the entire group operations on the 
head and neck comprised 3.3 per cent of 
the total and dental operations 0.2 per 
cent of the total of 1,200 instances of 
cardiac arrest. 

Fourteen per cent of the 1,200 in- 
stances collected by Stephenson and co- 
workers occurred outside the operating 
room and therefore presumably not un- 
der the influence of a general anesthetic, 
although some of these patients undoubt- 
edly were anesthetized and in transit to 
or from the surgical pavilion. The in- 
stances of cardiac arrest which occur in 
the wards or the outpatient clinics are no 
less catastrophic than those that occur 
during the administration of a general 
anesthetic in the surgical suite. However, 
most of the former instances are sur- 
rounded by much controversy, not only 
as to the predisposing factors but also as 
to the diagnosis. Certainly all instances 
of sudden death are not due to cardiac 
arrest as the term is defined in this presen- 





tation, and cardiac massage is definitely 
not indicated in such instances. 


@ Cause of Cardiac Arrest 


The factors which lead to cardiac ar- 
rest are numerous and often complex. 
Nevertheless, a rather constant pattern 
can be discerned in all the cases reported. 

Reflexes of various kinds have long 
been implicated as precipitating factors 
in cardiac arrest. It is a well-established 
physiologic fact that sensory reflexes af- 
fect cardiac action. Sight, hearing, and 
for practical purposes, all sensory recep- 
tors, when stimulated, can influence car- 
diac action either directly by way of the 
cardiac nerves or indirectly through hu- 
moral agents such as release of epineph- 
rine into the blood stream. Since the 
vagus nerve is cardio-inhibitory,* investi- 
gators have logically cast suspicion on this 
nerve in instances of cardiac arrest. Reid 
and co-workers,*® as have many others, 
have long implicated the so-called vago- 
vagal reflex as an important factor in car- 
diac arrest. They have shown that irrita- 
tion or stimulation of the vagus nerve 
affects cardiac action. These authors cited 
instances in which cardiac arrest occurred 
immediately after stimulation of sensory 
fibers of the respiratory tract or other 
mediastinal or abdominal viscera. Reid 
and co-workers’ cited the case of a six year 
old boy in whom cardiac arrest occurred 
on attempted removal of a pharyngeal 
pack. Resuscitation was successful, and 


4. Best, C. H., and Taylor, N. B. Physiological basis of 
medical an, ed. 4. Baltimore, Williams and Wilkins, 
1945, p. 205 

5. Reid, “a C.; Stephenson, H. E., Jr., and Hinton, J. W. 
Cardiac arrest. Arch. Surg. 64:409 April 1952. 


6. Reid, L. C., and Brace, D. E. Irritation of the respira- 
tory tract ‘and its reflex effect upon the heart. Surg., Gyn. & 
Obst. 70:157 Feb. 1940. 
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on attempted removal of the pharyngeal 
pack cardiac arrest again occurred, requir- 
ing resuscitation. Several days after the 
administration of atropine the pack was 
removed without difficulty. These authors 
have advocated the routine use of atropine 
to combat the vagal inhibitory effect. 

It is well recognized that vagal stim- 
ulation will not, under ordinary circum- 
stances, produce cardiac standstill of 
normal heart. However, surgeons are not 
dealing with normal hearts in all 
stances, and even a normal heart func- 
tioning under a general anesthesia may 
be in an unusual and sometimes danger- 
ous environment. Therefore, in either 
situation the ordinary rules of cardiac be- 
havior may not pertain. There are many 
other instances cited in medical literature 
in which cardiac arrest has occurred after 
a seemingly trivial activity such as inser- 
tion of a laryngoscope or an endotracheal 
tube. Because of these authenticated re- 
ports the vagal reflexes have been impli- 
cated as the initiating factor if not the 
sole cause of cardiac arrest. 

Although reflex inhibitory action by 
way of the vagus nerve can be demon- 
strated easily in the laboratory, production 
of cardiac arrest as defined cannot be pro- 
duced by vagal stimulation alone.*”° 
Young, Sealy and others”* studying the 
effect on the heart of vagal stimulation 
during hypoxia and also during hypercap- 
nia demonstrated that the duration of 
asystole was considerably increased by 
hypercapnia but that acute hypoxia de- 
creased the asystole produced by vagal 
stimulation. In this experiment dogs were 
allowed to breathe varying concentrations 
of carbon dioxide and oxygen mixtures. 
These dogs showed considerable tolerance 
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to severe respiratory acidosis produced by 
breathing high concentrations of carbon 
dioxide up to 45 per cent for four and a 
half hours. Repeated vagal stimuli failed 
to produce arrest in any animal; however, 
when the animal was allowed to breathe 
room air after long periods of hypercap- 
nia, ventricular fibrillation occurred in a 
significant number. 

Brown and Miller’® reported a simi- 
lar phenomenon in which ventricular 
fibrillation occurred after prolonged hy- 
percapnia and after sudden fall of alveolar 
carbon dioxide concentration. They called 
this the “posthypercapnic phenomenon.” 
To investigate this phenomenon further, 
Sealy and his co-workers* at Duke Uni- 
versity tabulated the serum potassium 
during the hypercapnic state. They found 
a consistent rise in serum potassium dur- 
ing hypercapnia. The rise was most pre- 
cipitous in the posthypercapnic period 
and coincided with the onset of ven- 
tricular fibrillation. Electrocardiographic 
changes were noticeable prior to fibrilla- 
tion. In an effort to combat the rising 
serum potassium these authors found that 
infusions of hypertonic saline solution, 3 
per cent, or hypertonic glucose or both 
caused a drop in serum potassium in the 
posthypercapnic period and prevented the 
severe electrocardiographic changes. The 
use of hypertonic glucose was also found 
by Mavor and co-workers" to be effective 


7. Young, W. G., Jr., and others. Effects of hypercapnia 
and hypoxia on response of heart to vagal stimulation. Surg., 
Gyn. & Obst. 93:51 July 1951. 

8. Sealy, W. C.; Young, W. G., Jr., and Harris, J. S 
Studies on cardiac arrest: relationship of hypercapnia to ven- 
tricular fibrillation. J. Thoracic Surg. 28:447 Nov. 1954. 

9. Sloan, H. E. Vagus nerve in cardiac arrest; effect of 
hypercapnia, hypoxia, and asphyxia on reflex inhibition of the 
heart. Surg., Gyn. & Obst. 91:257 Sept. 1950. 

10. Brown, E. B., Jr., and Miller, F. A. Ventricular 
fibrillation following rapid fall in alveolar carbon dioxide con- 
centration. Am. J. Physiol. 169:56 April 1952. 
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in restoring sinus rhythm in induced car- 
diac arrest in the hypothermic dogs. Since 
epinephrine has been known to be a fac- 
tor in ventricular fibrillation, Sealy and 
his co-workers* used an adrenolytic agent, 
pipoxeran hydrochloride, which was 
given to the experimental animal during 
the hypercapnic period and prior to 
breathing room air. This agent, as did 
hypertonic glucose and saline solution, 
again caused the plasma potassium level 
to drop in the posthypercapnic period and 
thereby prevented the severe electrocardi- 
ographic changes previously shown 

Berne, Denson and Mikkelsen* of 
the University of Southern California 
School of Medicine demonstrated vividly 
the effect of hypoxia and hypercapnia in 
the production of cardiac arrest. These 
authors produced cardiac asystole and car- 
diac fibrillation for demonstration pur- 
poses while teaching methods of resusci- 
tation. These demonstrations were held 
under the auspices of the Los Angeles 
County Heart Association which has an 
active educational program, both lay and 
professional, on the subject of — 
arrest. Anesthetized dogs were used i 
this demonstration. When the dogs were 
ventilated with 100 per cent nitrous oxide 
with soda lime absorber, acute hypoxia 
was produced without the accumulation 
of carbon dioxide, the carbon dioxide be- 
ing taken up by the soda lime absorber. 
Ventricular asystole occurred in these 
demonstrations in approximately eight 
minutes. The authors cautioned that care 
must be used to ventilate well so that all 
excess carbon dioxide will be removed 
from the lungs; otherwise ventricular 
fibrillation will result when resuscitation 
is instituted. 





At the same demonstration cardiac 
arrest was produced by asphyxia. This is 
done simply by clamping off the endo- 
tracheal tube. Acute hypoxia and hyper- 
capnia is produced. Ventricular asystole 
then occurs in approximately 12 minutes. 
When resuscitative measures are insti- 
tuted after asphyxia, the heart usually 
goes into ventricular fibrillation because 
ys the rapid elimination of carbon dioxide 
from the blood by hyperventilation during 
resuscitation. 

Stewart, Virtue and Swan™ studied 
the effect of vagal stimuli on chronically 
hypoxic dogs. These animals had been 
made cyanotic by creating large right to 
left shunts simulating the cyanosis seen 
in congenital cyanotic heart disease. 
These authors found that under the con- 
ditions of chronic hypoxia, vagal stimula- 
tion caused ventricular fibrillation in one 
third of the experimental animals. 

From these observations it is readily 
apparent that the final word has not been 
written on the causes of cardiac arrest. 
However, the limits of safety in hypoxia 
and respiratory acidosis are becoming 
more clearly defined so that it is possible 
to anticipate and thereby avoid trouble 
before it arises. It is known that hypoxia 
will cause ventricular asystole in approxi- 
mately eight minutes in the experimental 
animal. However, such a situation is un- 
likely to occur clinically unless hyperven- 
tilation occurs or is produced with com- 
plete absence of oxygen. This has oc- 


11. Mavor, G. E.; McEvoy, R. K., and Mahoney, E. B. 
Effectiveness of hypertonic glucose in resuscitation of the 
hypothermic heart following potassium chloride arrest. Circul. 
Res. 4:389 July 1956. 

12. Stewart, B. D.; Virtue, R. W., and Swan, Henry. 
Cardiac arrest and ventricular fibrillation; experimental study 
in dogs with acute hypoxia and hypercapnia and in dogs with 
chronic A tg A.M.A. Arch. Surg. 66:703 June 1953. 
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curred as a rare anesthesia accident when 
the wrong gas chamber has been hooked 
up to the oxygen line. Hypoxia and hy- 
percapnia, the lack of oxygen and the 
retention of carbon dioxide, can be pro- 
duced easily in the experimental animal 
by clamping the endotracheal tube and 
can occur clinically by any obstruction in 
the airway such as a mucous plug, blood 
clot, laryngeal spasm, or the temporary 
obstruction to ventilation during the 
placement of the endotracheal tube. 

For a patient under so-called con- 
trolled respiration in which all respiratory 
reflexes are eliminated, either by drugs or 
depth of anesthesia, asphyxia begins as 
soon as the anesthetist goes to the foot 
of the table to start the infusion. It has 
been said that if the anesthetist were to 
hold his breath from the time he leaves 
the re-breathing bag until he returns, this 
cause of asphyxia would be eliminated. 

Respiratory acidosis due to the re- 
tention of carbon dioxide in the presence 
of normal arterial oxygen saturation is a 
surprisingly frequent clinical finding.’** 
Because of the high concentrations of ox- 
ygen it is possible to maintain in the re- 
breathing bag, adequate oxygenation of 
the blood may take place although ven- 
tilation is not adequate for removal of 
accumulating carbon dioxide. In some in- 
stances in which ventilation is adequate, 
failure of the carbon dioxide absorbent 
allows for excessive carbon dioxide ac- 
cumulation and results in respiratory aci- 
dosis. Accumulation of carbon dioxide in 
the circulating blood will cause increas- 
ingly vigorous respiratory efforts and these 
will be obvious to the operating team, pro- 
vided that these reflexes have not been 
abolished by drugs or depth of anesthesia. 


It is during the period when voluntary 
respiratory client has been abolished that 
the surgeon should be most alert. It is 
common practice to administer curare 
prior to intubation with the endotracheal 
tube so that relaxation will make insertion 
of the tube easy and in some instances 
possible. If this maneuver is not carried 
out with dispatch, asphyxia begins. 

Extubation is another phase of the 
procedure when the surgeon should be 
especially alert. It has been demonstrated 
in the experimental animal that the post- 
hypercapnic period is a very critical one 
and ventricular fibrillation may occur. 
Clinically this has been found to be true 
in any number of reported cases of car- 
diac arrest, and in many of these instances 
ventricular fibrillation probably occurred 
because of the posthypercapnic phe- 
nomenon. 

Another detail in extubation is the 
management of the suction catheter. Suc- 
tion with a long catheter placed in the 
endotracheal tube is an excellent method 
of keeping the airway clear of secretions. 
However, the suction catheter should be 
small compared to the lumen of the endo- 
tracheal tube so the air may flow around 
the catheter during the suctioning process. 
If the endotracheal tube is small, as it 
must be in a child, the suctioning catheter 
may almost fill the lumen. Under such 
circumstances in a matter of seconds most 
of the residual oxygen in the lungs can 


13. Beecher, H. K., and Murphy, A. J. Acidosis during 
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15. Maier, H. C; Rich, G. W., and Eichen, S. Clinical 
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be exhausted by the suction. If this is 
done quickly with low pressure suction 
there will be no serious disturbance. How- 
ever, I have seen the endotracheal tube 
removed with the same catheter in place. 
At this critical moment before spontane- 
ous respiration can overcome laryngeal 
spasm and ventilate the lungs, the resid- 
ual oxygen has been sucked away by the 
catheter. If a patient in a critical balance 
is subjected to a momentary deprivation 
of oxygen or the accumulation of carbon 
dioxide or both, cardiac arrest may be 
produced. Many clinical cases of arrest 
have been reported during this phase of 
anesthesia. It would seem that such or 
similar events producing hypoxia or hy- 
percapnia or both would be more likely 
the cause of cardiac arrest than the vago- 
vagal reflexes. 

These contributions to medical 
knowledge are extremely important for 
understanding of the many complex bio- 
chemical changes which occur during 
and immediately after anesthesia. Al- 
though these biochemical changes can 
occur with startling suddenness, neverthe- 
less there are clinical signs that can be 
discerned at the beginning of hypoxia or 
hypercapnia. The clinical signs of im- 
pending catastrophe must not be missed 
if these tragedies are to be avoided. Cya- 
nosis will be present in varying degrees 
in the presence of hypoxia. This can be 
seen best in the lips, nail beds, and the 
color of the blood in the operative field. 
Carbon dioxide accumulation causes in- 
creased depth and rate of respirations. If 
respiratory reflexes have been abolished 
and the patient is on controlled respira- 
tion, this may not be obvious to the oper- 
ating team. Increase in the blood pressure 





usually accompanies increase in the car- 
bon dioxide in the blood. Cardiac irregu- 
larities and change in pulse rate, either 
tachycardia or bradycardia, frequently 
precede cardiac arrest. Free exchange of 
information between anesthetist and sur- 
geon is essential to the well-being of the 
patient. 

Up to this point the observations and 
conclusions have pertained to normal 
hearts. What of the elderly patient with 
hypertension or one with known heart 
disease? How will the hearts of such pa- 
tients react to hypoxia and respiratory aci- 
dosis? It can be assumed safely from 
reading the literature that the diseased 
heart is much more susceptible to these 
changes and will perhaps react adversely 
more quickly to biochemical changes, 
thereby narrowing, in varying degree, the 
margin of safety. 


@ Treatment of Cardiac Arrest 


If cardiac arrest occurs despite all 
efforts at prevention, then subsequent ac- 
tion must be well planned and rapidly 
executed. A cardiac emergency kit should 
be readily available to all operating rooms. 

The diagnosis of cardiac arrest must 
be made quickly if catastrophe is to be 
averted. Absence of blood pressure and 
cessation of pulse is cause for immediate 
investigation. In operating in the abdo- 
men or chest it is possible to palpate the 
heart or the aorta. When operating about 
the head and neck, the relative position 
and force of the carotid or femoral pulse 
should be determined preoperatively. If, 
during the subsequent surgical procedure, 
a pulse cannot be obtained in these re- 
gions a diagnosis of cardiac arrest must 
be presumed. It is at this phase that the 
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life or death of the patient depends on 
immediate, well-planned action. It is only 
through thought and planning prior to 
this eventuality that it is possible to exe- 
cute the necessary steps for adequate re- 
suscitation of the patient. Momentary 
delay, fumbling or hesitancy about accept- 
ing the diagnosis may mean the loss of 
precious minutes. From the time arrest 
occurs until cerebral degeneration begins, 
under ordinary circumstances, is no longer 
than four minutes and frequently a min- 
ute or even two is lost before the diagnosis 
of cardiac arrest is made. Therefore it is 
mandatory that the next few minutes of 
activity should have been rehearsed—if 
not in fact, at least in the mind of the 
operating surgeon. 

At this phase the operating team has 
two objectives: (1) adequate ventilation 
of the lung by artificial means, and (2) 
manual compression of the ventricles so 
that the blood will be moved through the 
circulatory system. With the patient in a 
moderate Trendelenburg position the 
chest is opened through the left, fifth in- 
tercostal space. It is possible to expose the 
heart through either the fourth or sixth 
intercostal space. Therefore, it is impor- 
tant that time not be wasted counting ribs. 
The incision is made beneath the left 
breast and parallel to the ribs. The ribs 
are spread manually and, when available, 
by a rib retractor. At the same time arti- 
ficial respiration has been started with 
either a tightly fitting face mask or prefer- 
ably by an endotracheal tube as soon as 
it is available. Since most operations about 
the head and neck are performed with 
endotracheal anesthesia, this may already 
be functioning. 

The heart is compressed vigorously 


through the unopened pericardium. If 
forceful cardiac action does not begin im- 
mediately, the pericardium is opened an- 
terior to the phrenic nerve. The nerve is 
easily recognized coursing anterior to the 
pulmonary hilus. A hemostat grasps the 
pericardial sac; it can then be stretched 
up like a tent and opened with scissors 
for its entire length. The heart is grasped 
firmly and compressed between the fin- 
gers and the thumb. The ventricles can 
be felt to empty. The grip is quickly re- 
laxed and the ventricle will again fill. The 
maneuver is repeated 50 to 80 times per 
minute. If this is done properly, and it 
must be for successful resuscitation, the 
pulse will be palpable and the blood pres- 
sure can be heard again. The patient's 
color should improve. Unless these signs 
are present, the heart is not being com- 
pressed properly. The hand should be 
readjusted or perhaps both hands will 
more effectively compress the ventricles. 
In many instances spontaneous contrac- 
tion of the ventricles will begin after a 
few moments of effective massage. Also 
at this stage, because of hyperventilation, 
ventricular fibrillation may occur. 

After circulation has been estab- 
lished and ventricular contraction does 
not occur, dilute epinephrine, 1: 10,000, 
is injected either into the left atrium or 
left ventricular cavity. The cardiac resus- 
citation kit should have a measured 
amount ready for the first injection. Mas- 
sage is continued. If this is not effective 
it can be repeated in five to ten minutes 
with a somewhat larger dose. If still no 
response is obtained, 10 per cent calcium 
chloride is injected into the ventricular 
cavity and massage continued. If resusci- 
tation is to occur there will usually be 
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some response to these agents, and 
there is response, compression must be 
continued until effective heart action 
returns. 

fibrillation occurs, 
manual compression is continued until 
equipment is available to produce com- 
plete standstill. This is done effectively 
by electroshock (0.1 second interval, 110 
to 220 volts). Several shocks may be nec- 
essary and, depending on the size of the 
heart, the voltage may have to be in- 
creased. If fibrillation cannot be converted 
to standstill with electroshock, then drugs, 
either potassium chloride, 1 mg. per cubic 
centimeter, or a solution of 1 per cent 
procaine hydrochloride, is injected into 
the ventricle and massage continued. 
Electroshock can again be applied in at- 
tempt to produce standstill. Once stand- 
still is produced, either by drugs or elec- 
troshock, massage is continued as before 
until spontaneous contraction occurs. The 
thoracic aorta should be occluded by fin- 
ger pressure or preferably by a suitable 
clamp so that greater amounts of blood 
will be available to coronary and cerebral 
vessels during the resuscitation period. 

The responsibility for cardiac resus- 
citation rests squarely on the shoulders of 
the operating surgeon. The few minutes 
of time when cardiac resuscitation is pos- 
sible is so short that the only hope of 
saving the patient’s life rests with the op- 
erating team as it is composed at the time 
the arrest occurs. 

A word of caution should be added. 
There are circumstances in which cardiac 
resuscitation is very unlikely to be suc- 
cessful. Myocardial infarction occurring 
on the operating table or cardiac arrest 
occurring in any patient who has severe 


If ventricular 








myocardial disease are instances in which 
resuscitative efforts in all likelihood will 
accomplish nothing. As mentioned earlier, 
there are instances of sudden death oc- 
curring from causes other than cardiac 
arrest, and these of course are not suitable 
for resuscitative effort. If equipment for 
artificial respiration is not available, all 
resuscitative efforts will be fruitless. 
Mouth-to-mouth breathing can be ef- 
fective only for a limited time. Equipment 
for artificial respiration is available in all 
operating rooms but may not be available 
in an outpatient clinic or a reception 
room. 


@ Comment and Summary 

The primary objective is to prevent 
cardiac arrest. This, I believe, can be ac- 
complished in large measure by the fol- 
lowing: 

1. A careful appraisal of the entire 
patient. 

2. An alert operative team with a 
high index of suspicion of any unusual 
occurrence. A struggling patient may be 
trying to overcome respiratory acidosis and 
not necessarily be in the excitement plane 
of anesthesia. The color of the lips, skin, 
and blood in the wound are important 
signs to be observed, and certainly a 
change in the pulse or the blood pressure 
should increase the index of suspicion 
that all is not well with the patient. 

Cardiac monitors are being used rou- 
tinely for not just the major surgical pro- 
cedures but for all surgical procedures in 
some hospitals.’’ These instruments re- 
cord cardiac action graphically on a screen 
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as well as making a clicking noise with 
each heartbeat. Not only will changes in 
cardiac rate be noted, but cessation of 
heart action will be immediately apparent 
to all. 


In spite of this, if cardiac arrest oc- 
curs, then cardiac resuscitation can be 
accomplished only by quickly executing a 
prearranged plan of action.—25 Southeast 
Second Avenue. 


Hospital pharmacy-hospital dentistry 


relationships 


@ George F. Archambault, Ph.C 


The drugs required for use in a hospital 
dental department should first be listed by 
the chief of the dental service in cooperation 
with the hospital pharmacist. This list should 
then be submitted to the pharmacy and drug 
therapeutics committee for its approval. This 
committee should include a senior member 
of the dental staff. The final list is then in- 
cluded in the hospital formulary. This 
method assures proper evaluation of all 
drugs and assures safety in the prescribing of 
medications. 

The pharmacy section should also co- 
operate in the graduate dental educational 
programs in hospitals by giving a series of 
lectures each year to the training staff. The 
lectures should include all major classifica- 
tions of drugs normally used in the practice 
of dentistry. 





There are several areas of mutual interest 
to dentists, pharmacists and hospital ad- 
ministrators. Some of these items could 
be considered controversial. However, in 
this paper I shall present what I believe 
to be the majority thinking of those of us 


., LL.B., D.Sc., Washington, D. C. 


in this tripartite hospital activity of den- 
tistry, pharmacy and hospital administra- 
tion. 


@ Dental Drugs and Supplies 


PURCHASING AND STORING OF DRUGS 
—In general, everyone is a believer in the 
proper division of labor. Purchasing is a 
technical and time-consuming operation 
that requires the services of a specialist. 
Drug and other hospital supplies, includ- 
ing dental, are normally purchased in one 
of three ways: (1) by bid, (2) by direct 
order to the producer, in this instance the 
pharmaceutical or chemical house, and 
(3) from the local wholesaler. 

It is interesting to note that the out- 
standing authority on hospital organiza- 
tion and management, Malcolm T. Mac- 
Eachern, M.D., has stated the following 


in his text on that subject: 
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The purchase of drugs and pharmaceuti- 
cals is a specialty which can be carried out to 
the best advantage by a pharmacist trained in 
managing a hospital pharmacy . . . This is the 
only department in the hospital in which it is 
not advisable to have purchasing done by a 
general purchasing agent. 


What Dr. MacEachern meant by 
this statement was that specifications for 
drugs and vendors should be designated 
by the one in the hospital best qualified 
to know the sources of quality medica- 
tions—the pharmacist. In the small hos- 
pital where the pharmacist serves as the 
buyer, he serves both as a requisitioner 
and purchaser. 

In the larger hospital, it is unques- 
tionably sounder to leave the details of 
actual purchasing to a central purchasing 
activity, and in such instances, the chief 
pharmacist is relieved of the details of 
purchasing such as bid preparations, 
vouchering and similar accounting acts. 
In requisitioning, the pharmacist estab- 
lishes not only the drug standards and 
specifications but also vendor choices, 
thus insuring for the staff quality drug 
items from research and quality control 
firms. Thus by functioning as a requisi- 
tioner and not as an actual procurer of 
supplies, the pharmacist’s time is con- 
served for his professional duties. 

When this same reasoning is applied 
to dentistry it appears logical that dental 
drugs and supplies are handled best in a 
similar manner—dental drugs being requi- 
sitioned by the pharmacist as he does for 
the other clinicians on the hospital staff 
and dental supplies requisitioned by the 
dental department itself, inasmuch as the 
best competency to evaluate the particular 
item of supply and its vendor usually lies 
in the dental department and not in the 





pharmacy or the purchasing department. 

The best run dental departments, 
from a drug inventory viewpoint, are 
those that handle themselves in a manner 
similar to the surgical, otolaryngology, 
dermatology and other similar specialty 
clinics; that is, through routine drug 
basket pharmacy service on the same 
schedule as the other clinics. 

This eliminates the dental “store 
room” with its inventory of many over- 
lapping items that are carried by the 
pharmacy for other services, such as 
pumice, aspirin compound, _§antihista- 
mines, nasal decongestants, depressants, 
stimulants, sedatives, anesthetics and 
other drugs in the dentist’s and physi- 
cian’s combined armamentarium. 


DETERMINATION OF DENTAL DRUGS 
TO BE STOCKED IN HospPITraLs—I have 
stated that the hospital pharmacist is the 
one best qualified to prepare drug specifi- 
cations and to specify vendors of drugs. 
Who should determine what drugs the 
hospital should stock for the dental de- 
partment—the dental staff or some other 
group is another question. Considering 
that the hospital is liable for the negli- 
gence of its employees (dentist, physician, 
nurse, or pharmacist, alike) under the re- 
laxed charitable trust immunity doctrines 
of the several states, it might be asked, 
“What drugs, if any, should the dentist 
not prescribe?” The legal practice of den- 
tistry is not the legal practice of medicine 
and vice-versa. What liability, if any, 
rests on the dentist and the hospital where 
the dentist prescribes, without medical 
advice, drugs other than emergency items, 
for the treatment of such medical condi- 
tions as cancer, mental depression, dia- 
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betes, cardiac conditions and similar ail- 
ments? Tranquilizers, for example, are 
popular drug agents today in the general 
practice of medicine and with some den- 
tal practitioners. Those best versed in the 
safety and use of these agents, those 
handling the mentally ill al depressed, 
appear to be turning away from long and 
continued use of the ataraxics on non- 
hospitalized patients because of the power 
of these drugs to cause deep depression 
and other undesirable side effects such as 
rash, itch, diarrhea, extreme excitement, 
drowsiness, hypertension, tachycardia, 
agranulocytosis, and symptoms of Parkin- 
sonism. It would appear that this group 
of drugs does have a limited place in the 
preparation of certain types of individuals 
for dental operative procedures. To what 
extent and for what duration is a matter 
of professional judgment. 

To my mind, the best method to de- 
termine what dental drugs should be 
routinely stocked in a hospital and at 
the same time insure maximum protection 
against tort and criminal negligence 
charges, is the one employed by the 
dermatologist, the otolaryngologist and 
other specialists practicing in the hos- 
pital atmosphere. With the pharmacist, 
the chief of the service develops his special 
section of the hospital’s formulary or drug 
list, bearing in mind the necessity of 
keeping the quality of all items at a US. 
Pharmacopeia, National Formulary, New 
and Nonofficial Drugs and Accepted 
Dental Remedies level. 


PHARMACY COMMITTEE—FUNCTION 
AND RESPONSIBILITY—After a list has been 
determined for the dental, otolaryngology, 
or dermatology department, it is then 


transmitted to the Pharmacy and Drug 
Therapeutics Committee of the hospital 
for approval and is then passed on to the 
general staff for final authorization. What 
is gained by such a procedure? In a word, 
the hospital uses drugs the pharmacology 
of which is best known and most Fully 
understood in the opinion of the total 
staff; there is a decrease in the number 
of drug items inventoried, plus also medi- 
cal and dental concurrence in the hos- 
pital’s over-all drug armamentarium, and 
finally, by implication, there is total staff 
approval of the dental drug items. 

As an example of the value of this 
system in holding drug inventories at a 
reasonable level, it can be noted that 
tetracycline and its modifications are 
marketed today under the names of 
Aureomycin, Terramycin, Achromycin, 
Polycycline, Steclin, Tetra 
bon, Tetracyn, Tetrex, Sumycin and 
Achromycin V, and in combination with 
other antibiotics such as Mysteclin Cwith 
nystatin), Sigmamycin (with oleando- 
mycin) and others. 


Panmycin, 


The pharmacy committee, whose re- 
sponsibility it is to compare the medical 
sales representative claims against sound 
pharmacologic principles, gives the medi- 
cal and dental staff a proper scientific per- 
spective on drug therapy selection, and 
by adopting a generic name approach, as 
recommended by the American Dental 
Association, the American Hospital Asso- 
ciation and American Medical Associa- 
tion, allows the hospital to stock one or 
two quality brands over possibly 6, 8, 10 


or 12, all with similar action. 


THE DENTIST AS PHARMACY COMMIT- 
TEE MEMBER—Because dental drugs and 
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certain other drugs employed in the hos- 
pital have a special application in den- 
tistry, it is important that a senior dentist 
serve on the pharmacy committee—a com- 
mittee that is growing in importance in 
hospitals today. Dessians not only benefit 
by such membership, but also have much 
to offer to other members of the staff. Two 
examples can be cited to demonstrate the 
value of such cross pollinization of ideas. 
How long have dentists been using the 
closed system for injectables—the yp wa 
house, _ sterile-made 
throw away needles? “For years,” 


medication with 
is the 
reply. The excess cost over the antiquated 
multiple dose containers is small, approxi- 
mately a nickel or less per injection, and 
the differential is diminishing as the cost 
of hospital labor continues to rise. Has 
medicine adopted this advance in technic 
across the board? Not by a large margin— 
hepatitis and cross- infections from this 
source are still a potential danger in hos- 
pitals. It is here that the dentist can make 
a worthwhile contribution to better medi- 
cal and drug practices in hospitals and 
clinics by pointing out the value of this 
technic which he has learned in years 
of dental practice experience. 

Again, how about the 500,000 units 
nystatin (Mycostatin) prescription in a 
10 cc. glycerine suspension that dentists 
prescribe for thrush, a prescription stable 
for some 72 hours? This is certainly pre- 
ferred treatment to the old gentian violet 
prescription of my prescription bench 
days. 


DRUGS USED IN DENTISTRY—In De- 
cember, 1955, the Philadelphia County 
Dental Society, the Philadelphia Branch 
of the American C ollege of Apothecaries 





and the Philadelphia Chapter of the 
American Pharmaceutical Association 
conducted a “Symposium on Dental Pre- 
scribing.” Four papers were presented— 
“Dentistry and Pharmacy—a_ Health 
Team,” “Why Dentists Should Write 
Prescriptions,’ “How to Write Prescrip- 
tions,” and “Prescriptions for Modern 
Dental Therapeutics.” This symposium 
covered excellently the highlights of the 
pharmacology of dental drugs used to 
control infections, the antibiotics, sulfo- 
namides, sedatives and hypnotics, anal- 
gesics and the nutritional drugs such as 
vitamins; also covered were the agents 
used in the control of bleeding, the anti- 
histamines, and excessive salivation. One 
new advance that I would like to note in 
dental drug prescribing is the fluorida- 
tion prescription in areas where the drink- 
ing water supply has not been fluoridated 
or where fluoridation of water has been 
rejected. 

Considering that in 1956, 12 water 
supply systems, representing 16 com- 
munities discontinued fluoridation and 
that 70 communities have discontinued 
this service, and further, that many com- 
munities have not or cannot introduce 
.¥ health measure, the prescription use 

fluorides will no doubt continue to 
grow in popularity among dentists, ob- 
stetricians, pediatricians and general prac- 
titioners. 


PHARMACIST AS DRUG THERAPY CON- 
suLtant—More and more, as the phar- 
macy profession undertakes the five and 


. six year educational programs, and as 


more pharmacology, microbiology and bio- 
chemistry are taught in the pharmacy 
colleges, the transition from compounder 
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of medications to dispenser of prepared 
medications and drug therapy information 
adviser can be seen as the new role of the 
practicing pharmacist. 

In this connection, attention should 
be called to the American Dental Asso- 
ciation’s requirements for the approval of 
hospital dental internships and _residen- 
cies, as approved by the Council on Den- 
tal Education. 

Under Section III, Training, it 
states “the Council will expect the train- 
ing program to be arranged so that the 
dental intern, by the end of his year of 
service, will have increased his knowledge 
and experience in at least . . . 12 fields.” 

Item 10 of the 12 fields listed reads: 
“In the use of chemotherapy, antibiotics 
and radiation therapy.” 

Several years ago, the U. S. Public 
Health Service, division of hospitals, den- 
tal and pharmacy services, under Dr. 
Howard Wyatt and myself, introduced a 
pharmacy-dental pharmacology review 
program whereby the senior pharmacist 
at each hospital with a dental internship 
gives a series of dental pharmacology re- 
view lectures. Dr. Leland Weyer, the 
present chief of the dental program, has 
continued this service with us. 

In general, the lectures cover: (1) 
antiseptics and local anesthetics; (2) the 
central nervous system depressants; (3) 
antibiotics and chemotherapeutic agents 


@ INpDIviIpUALITY AND RESEARCH 


(local and systemic action); (4) prescrip- 
tion writing, narcotic, hypnotic and other 
regulations, and (5) miscellaneous drugs 
used in dentistry such as the vitamins and 
the essential amino acids. 


gw Comment 


In conclusion, three vital statistics 
should be noted in this business of hos- 
pitals that indicate in as good a way as 
any, the direction which hospital care is 
taking. 

1. Hospitals today constitute the 
fifth largest service industry in the coun- 
try. 

2. The ethical drug houses report 
that in the 6,900 or so hospitals of the 
country, they are now doing over 28 per 
cent of their total business. This should 
be compared with the fact that the na- 
tion’s main other drug outlet is 53,000 
community pharmacies—28 per cent is 
done in 7,000 hospitals and only 72 per 
cent in the 53,000 pharmacies of the 
country. 

3. In a recent American Hospital 
Association survey, it was found that 18.6 
per cent of the general hospitals have 
offices where physicians see their private 
ambulatory patients—this is a_ trend. 
The American citizen is insisting on a 
one-stop medical care program in urban 
areas. Does this suggest possibilities to 
dentistry in hospital activities? 


Individuality and variety in free scientific investigations—and not conformity—are the essence of 
democratic life and of democratic education.—Nathan M. Pusey. 














Organization and scope of dentistry in hospitals 


@ David Tanchester, D.D.S., New York 


The dental department of the modern hos- 
pital provides a vital contribution to the total 
health care of the hospitalized patient. To 
be effective, the department should be 
operated on the basis of four main functions: 
administrative, advisory, clinical and educa- 
tional. Each of these functions requires close 
attention and collectively they assure the 
proper integration of the dental service into 
the hospital organization. To make certain 
that proper standards are maintained, the 
department should be examined and ac- 
credited by the Council on Dental Educa- 
tion and the Council on Hospital Dental 
Service. 





On October 4, 1956, Chester S. Keefer, 
M.D., in the New England Journal of 
Medicine said, “Every generation has its 
ideal doctor. The ideal doctor of today 
will differ from the ideal doctor of tomor- 
row. He has always been shaped by the 
society in which he lives, and his func- 
tion changes with the times. It has been 
said that he has always been a subtle 
blend of the social, economic and techni- 
cal forces existent at the time.” 
Members of the dental profession 
who practice their calling in accordance 
with modern scientific principles and who 
seek to keep abreast of, and contribute to, 
progress in their fields, know the impor- 
tance of the basic sciences in their work. 
Dentists recognize that patients are com- 
plex organisms and not simply endowed 





with teeth that are more or less imperfect, 
requiring mechanical treatment to restore 
them to working order. Dental problems 
are frequently associated with systemic 
disorders which must be considered and 
treated as a whole rather than in unrelated 
fractions. The dental profession recognizes 
this relationship between dental and med- 
ical conditions. The solution of many of 
these problems can be found in the en- 
vironment of the hospital where many 
services and facilities are provided and in- 
terprofessional cooperation achieved in the 
service of the individual patient. 


@ Dentistry in Scheme 
of Hospital Organization 


Through years of association with 
a hospital where the dental department 
has risen to its full stature with the 
other services, I have been convinced that 
dentistry has a large contribution to make 
in the scheme of hospital organization and 
objectives, the health of the individual 
and the well-being of the community. The 
dental profession recognizes that the 
health care it renders is an essential part 
of a total health service. It has long recog- 
nized that its services must be integrated 
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with those of the other health professions. 
In order to play an effective role in a total 
health service, the dental service of a hos- 
pital should be operated on the basis of 
four main functions, administrative, ad- 
visory, clinical and educational. 


1. Administrative function: to con- 
duct the affairs of the dental service in 
accordance with the established adminis- 
trative procedures of the hospital. In hos- 
pitals where the dental department func- 
tions in all the areas of dentistry, the chief 
of the dental service reports to the admin- 
istrator, who in turn reports to the 
governing board. 

At Montefiore Hospital, the plan of 
organization is as follows: 

A. Divisions: 
neoplastic, pulmonary, neurological, labo- 
ratories, social medicine, radiology, neu- 
rosurgery. 

B. Departments: radiotherapy, den- 
tistry, physical medicine and rehabilita- 
tion. 

All chiefs of divisions and depart- 
ments and full attendings are members of 
the senior medical board. All other staff 
members are on the junior medical board. 

The pattern of organization for the 
dental department Sellen closely the gen- 
eral lines of the medical staff of the 
pital. The department has the following 
sections: 

Operative (restorative) dentistry 

Oral surgery 

Orthodontics 

Dental roentgenography 

Periodontics 

Prosthodontics 

Oral pathology 

Research 


medical, surgical, 


The dentists who engage in the prac- 
tice of one of the recognized specialties 
in dentistry, meet the requirements estab- 
lished by the respective specialty boards. 

Dentists with the title of associate 
visiting dentist who are assigned daily 
are in charge of the dental department. 
The associate has assigned with him on 
the service, dentists with the titles of ad 
junct and assistant. These men and the 
afore-mentioned specialists train the house 
dental staff of one resident and three in- 
terns. Auxiliary personnel consists of a 
dental hygienist, a dental histologist tech- 
nician, an assistant, and an administrative 
secretary. Rounds are made regularly for 
instructive purposes of the dental staff. 
Departmental meetings and conferences 
are held regularly. The dental staff attends 
the general staff conferences and _partici- 
pates in the clinico-pathological confer- 
ences. 

Appointments and promotions are 
made on a basis consistent with those 
established for other departments and divi- 
sions of the hospital. The dental staff ad- 
mits and discharges dental patients in 
accordance with rules and regulations set 
up by the hospital. Dental records are 
made a part of the patients’ hospital 
records, and the dental records must be 
completed according to hospital rules. A 
dental laboratory is administered by the 
dental department. This laboratory pro- 
duces prosthetic restorations for dental 
patients. Different types of prostheses are 
also produced for other services, such as 
neurosurgery and the department of roent- 
gen-ray therapy. The dental department 
also administers its research program, 
whether the project be within the dental 
department or in conjunction with other 
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research sections in the hospital organiza- 
tion. For example, when Montefiore Hos- 
pital was using radioactive iodine (17**) 
for therapy of cancer of the thyroid, we 
took the opportunity of using this mate- 
rial in our experiments in demonstrating 
radioactive iodine as a tracer in teeth. In- 
vestigations on tissue culture, tooth germ 
grow th and salivary amylase studies were 
possible. Since we had 24 hour care, as 
was necessary in our studies on vasocon- 
strictors in local and conductive anes- 
thesias for cardiac patients, we were able 
to conduct these basic science and clinical 
researches. To aid the dental staff in its 
work, the library of the hospital maintains 
an excellent section on dental literature. 
In the library, the clinician, the research 
worker and the technician can find com- 
prehensive background material for the 
project in question. 

How well this administrative pattern 
works is exemplified by the following 
project. The United States Public Health 
Service selected Montefiore Hospital for 
a four-year research project on treating 
those patients with a chronic illness as 
individuals rather than treating the illness. 
Montefiore was selected because the re- 
sults of a random sampling of patient rec- 
ords showed that a worthwhile effort was 
being made to treat the patient as an in- 
dividual. The records showed that patients 
received a dental evaluation as well as a 
physical evaluation on admission. These 
evaluations are followed up by diagnosis 
and treatment, both dental and systemic. 

The United States Public Health 
study at Montefiore is centered on the 
development of portable dental equipment 
and technics for dentists to use in the care 
of bedfast and homebound patients. 





Montefiore Hospital, long a leader in care 
of the chronically ill, was selected as a 
cooperating agency because of its interest 
in the dental problems of this type of pa- 
tient. 

It is easily recognized that the many 
dental activities just outlined could not 
be integrated into the administration of 
all the hospitals in the country. Today, 
many smaller hospitals have dentists on 
their staffs who examine, diagnose, and 
treat in one or possibly two areas of den- 
tistry, such as oral surgery or periodontics. 
Dental activity in such a hospital may be 
organized as a section of the department 
of surgery with appropriate relations with 
the other departments of the hospital. 

With the increased emphasis on pro- 
grams such as those for the chronically ill, 
the mentally disturbed and those with 
spastic difficulties, however, the governing 
boards of hospitals, hospital administra- 
tors, together with the dentists on the staff 
in these smaller hospitals, should begin to 
study the methods of setting up a dental 
department. As the resources of the hos- 
pital and the needs of the community 
warrant, the activities of the dental de- 
partment can be enlarged. Once a depart- 
ment is organized, there is no administra- 
tive upheaval every time a service, as war- 
ranted by resources and needs, is added to 
the dental department. 

2. Advisory function: to act through 
customary channels, in an advisory ca- 
pacity, on all problems related to the 
dental health of the patient. The dental 
profession is in accord with the Joint 
Commission on Accreditation of Hospitals 
with respect to the section on consulta- 
tions in the Standards of Hospital Ac- 
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creditation. The modern hospital, the 
focal point of many professions, services, 
and facilities, provides an excellent oppor- 
tunity for interprofessional cooperation in 
the service of the individual patient. 


3. Clinical function: to render pro- 
fessional services to patients in accordance 
with the concepts of modern scientific 
dentistry, and to evaluate these services 
periodically, and to consult on dental mat- 
ters with other services. The fact that the 
mouth is a normal habitat of many micro- 
organisms, pathogenic, as well as non- 
pathogenic, and that trauma is an almost 
constant factor, creates potentialities for 
disease unique from any other part of the 
body. Oral diagnosis is commonly defined 
as the science of detecting and identifying 
diseases arising in and from the oral 
cavity. The diseases may be purely local, 
or specific to the mouth, such as caries, 
pulpitis, periapical abscess, certain perio- 
dontal disturbances, traumatic aphthae, 
dentigerous cysts, cementomas, salivary 
duct obstructions, or they may be oral 
manifestations of systemic diseases, such 
as a primary herpes, recurrent aphthae, 
pemphigus, leukemia, purpura, vitamin 
deficiencies, and other diseases. The den- 
tist, by virtue of his education and 
specialized skills, together with his con- 
stant daily experience with the tissues of 
the mouth, logically should, and must, 
assume the responsibility for diagnosis 
and therapy of oral diseases. 

The clinical application of the art 
and science of dentistry pertains to all 
ages of an individual. All children need 
special dental care, especially those who 
are apprehensive, subnormal, mentally 
disturbed or who have orthopedic or spas- 


tic difficulties. Patients with rheumatic 
heart disease, muscular dystrophy or with 
cleft palate and cleft lip also need special 
dental care. Some of the children with 
the afflictions are unwilling, and most of 
them are unable, to sit for routine dental 
procedures. However, with the use of 
general anesthesia in the hospital operat- 
ing room, it is practical to do all necessary 
dental work such as fillings and extrac- 
tions, in one or sometimes in two sessions. 

The admitting dentist, the physician, 
the anesthesiologist, the operating room 
personnel and the recovery room nurses, 
and the dentist’s assistant, all work as a 
team. The dentist who performs all of 
the dental procedures is responsible for 
the patient's welfare from the time of hos- 
pital admission until the time of hospital 
discharge. Every child with a cleft palate 
or cleft lip should receive the medical, 
dental and auxiliary care which will as- 
sure the achievement of the child’s maxi- 
mum physical, mental and social poten- 
tial, after rehabilitation. To this end, all 
of the professional disciplines concerned 
with the treatment and development of 
the child should coordinate their planning 
and activities. The coordinator may be 
drawn from any one of the fields of medi- 
cine, dentistry, speech, public health, or 
hospital administration. 

An adequate number of dentists 
should be assigned to the clinic for gen- 
eral dental care to include frequent pro- 
phylaxis, examination, restoration of the 
teeth and such other dental procedures as 
are required. All initial dental needs 
should be completed as quickly as _pos- 
sible, and maintenance care should be 
provided as long as the patient is under 
the care of the clinic. Afterwards the pa- 
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tient can be recalled periodically as indi- 
cated. 

With the advent of recent medical 
progress and scientific development, the 
average lifetime of the American people 
has reached a new high of about 70 years. 
The decrease in the tuberculosis morbidity 
and mortality is attributable to a number 
of factors. Progress achieved in the field 
of medical and surgical therapy has done 
much to reduce the mortality from tuber- 
culosis, so much so that thousands of hos- 
pital beds have been given over to other 
uses. There are many patients with posi- 
tive sputum who are at home living nor- 
mal lives. These same patients are now 
seeking dental care outside the hospital. 
Very few dentists will undertake the 
treatment. Only those who have had hos- 
pital training will undertake this responsi- 
bility. Because mankind today is blessed 
with longer life, it must be realized that 
there are many problems that will con- 
front the medical and the dental profes- 
sions. The estimated number of persons 
with disabling and nondisabling chronic 
disease or impairment is 27.8 million. As 
was emphasized at the National Confer- 
ence on Care of the Long Term Patient, 
many of the so called “long term” illnesses 
can be directly related to disease of the 
teeth and gums. 

Laboratory and clinical evidence in- 
dicate that diabetes, cancer, epilepsy, 
cerebral palsy, cardiovascular disease and 
arthritis, can be accompanied by oral 
health disturbances. The mucous mem- 
branes of the mouth manifest the early 
lesions and symptoms of primary hemato- 
logic disorders. Dentistry can play an im- 
portant role in the rehabilitation of pa- 
tients who develop these diseases. 





In the older age group of the adult 
population, approximately 4 per cent of 
all neoplasms occur in the oral cavity. 
With a proper examination such as a 
qualified dentist can give, an estimation 
of the nature and extent of the malig- 
nancy is possible. In the rehabilitation of 
these patients, the dental department 
plays an important role. 


4. Educational function: to pro- 
vide where feasible, an educational pro- 
gram for dental interns and dental resi- 
dents. The senior dental staff should 
provide opportunity for junior dental staff 
members to participate in the more com- 
plicated dental procedures so that the 
knowledge and skill of each dentist will 
increase. Today, the modern hospital is 
a center for continuing education of the 
health personnel of the community. It is 
not limited to the provision of health serv- 
ices. In a hospital where a dental service 
program is available and where therg is a 
dental staff, regular dental staff meetings 
contribute to the advancement of the 
science of dentistry. The clinico-patho- 
logic conference attended by both dentists 
and physicians promotes interprofessional 
cooperation and enhances the quality of 
professional services to the community. 

In order that certain standards of 
quality of service and education in dental 
programs are maintained, a program of 
accreditation without cost to the hospital 
is conducted by the Council on Dental 
Education and the Council on Hospital 
Dental Service. Consultation is invited on 
any phase of dental programs. The den- 
tal profession is a vital partner in the 
health team in achieving the goal of total 
health service for the individual patient. 
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The dental profession assumes full re- 
sponsibility for its part with a program 
of education and services. 


w Comment 
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tient, to the well-being of the community, 
and to the prestige of the hospital. 

The hospital of tomorrow holds out 
the promise of better health to countless 


thousands of stricken people in the years 

I have attempted to demonstrate the 
part that the dental department can play 
in the administrative and_ professional 


ahead. It will be a haven for those seeking 
hospital care from the ravages of disease. 
It will be a center of rehabilitation. It will 
organization of the hospital. The services be a university of health science from 
of the dental department are available to which new knowledge will flow. Highly 
all patients, from the neonatal to the skilled dentists, physicians, nurses, and 
geriatric. The services of the dental de- scientists will emerge from these institu- 
partment make a distinct contribution to tions, where research, teaching, preven- 


the rehabilitation of the individual pa- tion, and conquest of disease will prevail. 


@ Erect Posture AND SKULL 


Much has been written about the position of the foramen magnum as an index for determining 
the posture of such fossil primates as Australopithecus and Neanderthal man . . . Changes in the 
skull during human phylogeny are associated with two evolutionary tendencies: (1) an increased 
development of the brain and (2) an increasing reduction of the masticatory apparatus. The 
cranium became higher, the frontal bones elevated, and the supraorbital torus reduced as the orbits 
and jaws increasingly came to lie beneath the presellar brain space; the facial profile became more 
orthognathous as the sagittal bending of the cranium increased. Concurrently, the foramen magnum 
was displaced ventrally. “Although the acquisition of the erect posture did not significantly a Ae 
the structure of the skull, the ventrally displaced foramen magnum resulted from changes initiated 
by extreme cerebral development. Therefore, an erect posture cannot be assigned to a fossil 
hominoid, such as Australopithecus, on the basis of skull structure, masticatory apparatus or position 
of the foramen magnum. This can only be determined from the postcranial skeleton.—]. Biegert, 
Morphol. Jahrbuch 98:77, 1957. 














Specialty boards in dentistry 


and educational programs in hospitals 


w |. E. Fauber, D.D.S., M.P.H., Washington, D. C. 


A specialty board is a voluntary agency con- 
cerned with the certification of the com- 
petency of professional health personnel in 
limited fields of practice. It is imperative 
that specialty boards retain their voluntary 
status and also that they not be considered 
as educational agencies. Dental residencies 
in hospitals have developed to the point 
where they have begun to fulfill their po- 
tential as advanced educational opportuni- 
ties for the preparation of dental specialists. 
In the future there will be increasing realli- 
zation of the dental educational benefits to 
be derived from hospital programs. 





In any discussion of specialty boards in 
dentistry and educational programs in 
hospitals it seems appropriate that “spe- 
cialty boards” be defined. This was done 
excellently by Robert A. Moore,’ in his 
presidential address for the Advisory 
Board for Medical Specialties, when he 
stated, “a specialty board is a voluntary 
agency concerned with the certification 
of the competency of professional health 
personnel in limited fields of practice.” 
In the definition, the word “voluntary” 
should be noted and also that a specialty 
board deals with “certification of the com- 
petence” of a practitioner. 

Leslie FitzGerald,? in a discussion of 
specialty boards, made the following com- 
ments: 





Specialty boards . . . must not lose their 
voluntary status. Once they become other than 
voluntary groups, it is but a little way until 
compulsion extends beyond the narrow range 
of a specialty into the broader fields of dental 
education, dental practice and relations with 
society. . . . It must be recognized that specialty 
boards are not educational agencies. They have 
not been established to usurp the function of 
the dental or medical school and other institu- 
tions of higher health education, but they have 
been established to assist in the definition of 
standards of competency and in the measure- 
ment of competency in the special fields of 
health service. 


FitzGerald stated further: “Another 
fact we must recognize is that the spe- 
cialties have no real existence apart from 
the profession which fostered them.” 
The boards of oral surgery and oral pa- 
thology are examples of what could be a 
rather futile effort were they not part and 
parcel of the organized dental profession. 
This is not to say that the specialty boards 
must follow without discrimination the 
policies that are enunciated in their be- 
half. They should be given an active part 
in the development of these policies, and 
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sponsored by the Council on Hospital Dental Service, American 
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they should be aware of their responsi- 
bilities in thinking beyond the narrow 
confines of their specialties, but they must 
follow these policies in good faith once 
they have been accepted. To do otherwise 
is to destroy the foundation of the pro- 
fession. 

Most specialties of dentistry are rela 
tively new. They have made good and 
steady progress; there is, however, much 
more to be accomplished. In my opinion, 
the most can be done for some dental 
specialties, and much for all of them, in 
the environment of the hospital. It is here 
that the total body is considered, as in all 
health specialties, through active consul- 
tation, one with the other, to determine 
a total treatment plan for maximum pa- 
tient benefit. In this day of specialization, 
practitioners of the healing arts frequently 
overlook the total patient through over- 
concern with the observations made in 
the limited area of their particular knowl- 
edge. Specialists in dentistry are as sub- 
ject to this tendency as are the specialists 
in medicine. The importance of consider- 
ing dental treatment in relation to the 
entire health of the individual, therefore, 
must not be overlooked in any educational 
program designed to train specialists. 
Such a coordinated approach to specialist 
training is accomplished best in a hospi- 
tal environment where the dental resident 
is exposed daily to health problems that 
bear a relationship to his special field of 
interest. 

Many underlying systemic condi- 
tions affect the dental diagnosis and treat- 
ment plan, regardless of whether that 
diagnosis and treatment plan calls for the 
specialized attention of the oral pathol- 
ogist, oral surgeon, periodontist or pros- 


thodontist. Therefore, it is incumbent on 
the hospital conducting specialty training 
to provide instruction in these basic al 
co-dental interrelationships. Correlation 
and integration of the therapy rendered 
by the dental resident with the total 
health care of the patient is accomplished 
through his access to the medical records 
of the patient, consultations with the at 
tending physician and attendance at clin- 
ical and surgical pathological conferences, 
tumor boards, seminars and clinics. 

The program of the dental resident 
is a progressive and graduated educational 
experience approved by the Council on 
Dental Education of the American Den- 
tal Association, supervised by the hospi- 
tal chief of dental service and frequently 
supplemented by university disciplines. 
The hospital phase of the program may be 
utilized in one or a combination of two 
different ways, depending on the nature 
of the facilities and personnel available. 
One is to rotate the resident through the 
various services for specific training and 
instruction; the other is to arrange clini- 
cal dental conferences in which specific 
medico-dental problems are discussed by 
the various services. Those services which 
are so utilized include the clinical labo- 
ratory service, conducted by pathologists, 
biochemists, hematologists and microbi- 
ologists, the medical, surgical, neuropsy 
chiatric and radiological services. The 
largest share of the resident’s program, of 
course, is occupied with clinical instruc- 
tion and practice in his particular spe 
cialty. This instruction should be centered 
around a staff dentist who is certified by 
the specialty board or who has comparable 
qualifications, and who is assisted by a 
dental consultant and attending staff. 
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A critical analysis of pertinent den- 
tal literature is an important feature of the 
residency program. A journal club is an 
excellent means of stimulating interest in 
scientific literature. One method of con- 
ducting such a seminar is to assign a com- 
prehensive review of current journals; 
another is to assign a historical review of a 
specific subject. 

Teaching responsibilities in the con- 
ducting of department conferences and 
seminars should be assigned to the resi- 
dent as his experience increases. Finally, 
the variety of clinical material available 
ina hospital creates a unique opportunity 
for clinical research activity in which the 
resident can be encouraged to participate 
either as part of his training program or on 
its completion. 

As a supplement to the hospital 
phase of the residency program, it is nec- 
essary and desirable to require certain 
postgraduate instruction in the basic 
sciences having a direct correlation with 
the clinical phases of the program. This 
type of instruction should not be a review 
of undergraduate work, but should be of 
a distinctly applied nature and be closely 
integrated with the clinical experience of 
the resident. 

The earliest dental residency pro- 
grams in hospitals were those in oral 
surgery; it is not surprising, therefore, 
that nearly three fourths of the approved 
dental residencies at the present time are 
devoted to education in this dental spe- 
cialty. The oral surgery residencies are of 
one and two years’ duration and serve as 
a very important part of the over-all ad- 
vanced educational programs for the prep- 
aration of candidates for examination by 


the American Board of Oral Surgery. Al- 





though there are variations in the objec- 
tives and content of the oral surgery resi- 
dencies, depending on the length of the 
program and the type of affiliation, the 
major purpose of all of these programs is 
to provide the trainee with the clinical 
experience and judgment which he will 
need to practice the specialty of oral 
surgery. I believe that there are advan- 
tages in offering many different types of 
dental residencies in hospital facilities, 
but in the case of oral surgery, it is not 
only advantageous—it is essential. There 
is virtually no other way in which the 
trainee in oral surgery can obtain the clini- 
cal experience which he must have, no 
other institution in which he can observe 
and learn to handle without assistance 
the more complicated oral surgical pro- 
cedures, no other circumstance in which 
he can be exposed to the opportunities to 
acquire skill in diagnosis and clinical 
judgment which is such an essential part 
of any surgical specialty. This is accom- 
plished best by actual integration with 
other hospital departments in the con- 
sultation, diagnosis and treatment of all 
lesions of the mouth and jaws. Rotation 
experience with other surgical services is 
essential, because good surgical principles 
are universal and without specialty bound- 
aries. Emergency room evaluation and 
treatment is another essential experience 
in the oral surgery residency program. 

Prosthodontics, periodontics, oral pa- 
thology and pedodontics are other dental 
specialties with approved training pro- 
grams. Of these, prosthodontics and perio- 
dontics training programs have their 
greatest potential in the hospital environ- 
ment. 

Training in the specialty of pedo- 
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dontics has been demonstrated to be ap- 
propriate for hospital residencies, particu- 
larly in children’s hospitals with active 
outpatient departments. Many of the same 
attributes of hospital educational programs 
that have already been mentioned apply 
with equal validity to the residencies in 
these dental specialties. 

There are many problems encoun- 
tered in the development of an integrated 
dental specialty training program in a hos- 
pital. One is the lack of understanding on 
the part of both dentist and physician, of 
the relationship between general and oral 
pathology and the great damage resulting 
from the failure to repair or eliminate 
oral disease. True, this might be corrected 
best by revision of dental and medical un- 
dergraduate curricula to include a back- 
ground of information as to the relation- 
ship of the teeth and supporting structures 
to the rest of the body. Integrated hospital 
specialty training programs in the interest 
of the total patient will do much to bridge 
this gap and improve the standard of hos- 
pital care. Another problem is the lack of 
adequate and suitable dental clinical facili- 
ties. In the 1956 survey of 6,462 hospitals 
reported in Hospitals, the Journal of 
American Hospital Association,* 34.2 per 
cent report dental facilities; however, only 
about 5.4 per cent were reported to have 
approved hospital dental service programs, 
indicating among other things that only 
a small percentage of the 34 per cent re- 
porting facilities had adequate ones. 

This same situation exists insofar as 
the dental section of the medical libraries 
in hospitals is concerned. Another factor 
is the inadequacy of staff. Even though 
basic science instruction, library facilities, 
clinical facilities and teaching material 


may be available and adequate for the 
training program, its success is still de- 
pendent on an interested and well or- 
ganized teaching staff which can devote 
adequate time to the direction of the 
trainee. This staff can only be developed 
in a hospital when dentistry has the same 
organizational status as other major health 
specialties. 

As has been stated by others, the 
Council on Dental Education of the 
American Dental Association is charged 
with the inspection and evaluation of 
these specialty programs. To accomplish 
this, the Council selects representatives 
of the various specialty boards and soci- 
eties to assist in the effort. Thus, not only 
is the specialty board “concerned with 
the certification of the competency of pro- 
fessional health personnel” but also with 
the development of “competence” in the 
particular specialty. Through this pro- 
cedure the specialist has an opportunity 
to lend to the hospital and the dental pro- 
fession the benefit of his experience and 
his very valuable judgment on the condi- 
tions that should exist in hospital educa- 
tion programs if they are to meet the 
educational standards that are needed by 
the dental specialties. 

In summary, it is my personal feel. 
ing, and one which is shared by many 
other persons, that dental residency pro- 
grams have just begun to serve their full 
potential as advanced educational oppor- 
tunities for the preparation of dental spe- 
cialists. There is evidence pointing to the 
increasing recognition of the importance 
of a complete dental service in the hos- 
pital, and with this recognition, there un- 


3. Listing of hospitals. Hospitals 30:56 Aug. 1, 1956. 
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doubtedly will be a fuller realization of 


the dental educational benefits in hospi- 
tals, which are waiting only for the kind 


of mutual understanding and agreements 


that will result from such meetings as the 
Institute on Hospital Dentistry. 


Hospital staff and interprofessional relations 


w Robert R. Cadmus, M.D., Chapel Hill, N.C. 


Hospitals have been developed primarily 
for the care of patients by physicians and 
it has only been in recent years that there 
has been an appreciation of the contribution 
of dentistry to total health care. Expansion 
of dental services is inevitable but should 
be achieved through raising the standards of 
dental education and not through force or 
legislation. The responsibility for the de- 
velopment of adequate hospital dental de- 
partments is not dentistry’s alone but it is 
also the concern of the hospital administra- 
tor, trustee, physician and the public. The 
day of full realization of dentistry’s im- 
portance in hospital care is coming, for now 
physicians, dentists and hospitals are facing 
the future together. 





Whenever a hospital administrator speaks 
to members of his medical and dental 
staff, they invariably expect him to talk 
about money and statistics. Actually, 
want to use a few figures, primarily to de- 
velop a background for my more pertinent 
remarks. 

Hospitals are big business. They 
form a chain of almost 7,000 links, stretch- 
ing along each highway and byway of 
this great country of ours. Americans have 





invested over 13 billion dollars in these 
institutions—that means about $80 for 
each and every citizen. Some of these 
buildings unfortunately are old and obso- 
lete and some perhaps even firetraps. 
Others are new, gleaming and modern in 
design. But stainless steel, bricks and 
mortar and shining fixtures don’t, in them- 
selves, cure a sick patient. Hospitals are 
unlike churches where a man can enter 
by himself and, in his loneliness, can find 
comfort and solace. The walking into an 
empty hospital could only bring frustra- 
tion and fear to the soul of a man in need 
of medical care. Therefore, we have ani- 
mated these empty shells and indeed have 
animated them with almost a million and 
a half workers — nurses, technicians, 
therapists, clerks, cooks, porters, pot 
washers and plumbers—actually with over 
200 different kinds of employees. The 
combined salaries of this army of health 
workers reaches 4 billion dollars a year. 
Yet, this 13 billion dollar investment and 
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this 4 billion annual payroll still fails 
to bring much real medical and dental 
care to the sick and injured of our coun- 
try. For until physicians and dentists enter 
the picture as members of the professional 
staff, this tremendous workshop is like a 
stalled machine—all of the parts are there, 
but nothing productive is happening. 
Therefore, dentists and their medical 
associates are the sparks which set this 
machine in motion. Consequently, hos- 
pitals need dentists. Yet they, in turn, 
need hospitals. ‘The same social forces 
which are transforming hospitals into 
true community health centers are also 
influencing dentists’ own __ professional 
life. Medical and dental science is rapidly 
expanding, bringing not only new bene- 
fits but also new costs to our people. 
Specialization is growing, and the need 
for elaborate diagnostic and treatment fa- 
cilities is bey ane the personal pocketbook 
of the individual practitioner. He finds 
need for assistance at the professional, the 
technical and even the clerical level, each 
coming at a slightly higher wage than the 
year before. Our nation is a people on 
the move, and consequently, by necessity, 
medical and dental care often is started 
in one place and finished in some far off 
corner. Consequently, professional work 
is no longer carried to the grave unseen 
by other practitioners. Even if this didn’t 
upgrade quality by itself, such things as 
the professional audit, tissue committee, 
medical review committee, clinical patho- 
logical conferences and other programs 
would. These are physician-operated ac- 
tivities and groups, within hospitals, de- 
signed to improve the quality of care 
rendered to the public. These many so- 
cial forces tend to bring hospitals and their 


medical and dental staff members closer 
together, whether they like it or not, or 
w hethes they are prepared or unprepared 
to accept their new interprofessional rela- 
tionship. 

However, these same social forces 
are responsible for the creation of many 
other problems. First of all, no multi- 
million dollar business such as hospitals 
is going to bob along like a leaf floating 
downstream, wholly undirected, unaware 
of its destination and oblivious of the com- 
pany it keeps. The long, complex but, I 
hope, helpful arm of administration and 
organization must inevitably reach in and 
take hold. With this comes staff organiza- 
tion, credentials committees, accreditation, 
constitutions and bylaws, and all of the 
other technics which protect the patient 
on the one hand, but which to many ap- 
pear to compromise individual liberty and 
to handicap the development of smooth 
interprofessional relations. 

The area of hospital-physician-den- 
tist relations is not an old, well-trodden 
and clearly defined highway. Physicians 
and hospitals, except for a very few 
limited contacts with dentists and dental 
internships, have pretty much traveled 
this road as a team. In the same direction, 
but separate and apart, has traveled den 
tistry. It has only been since 1952, or 
thereabouts, that the three have come to 
gether and have tried to squeeze through 
certain of the tight spots along the way 
with the understandable increase in pres- 
sures. 


This is my third meeting with den 
tists in the last 12 months. The first was 
June 1957 in Washington at the First 
Institute on Hospital Dentistry. The sec- 
ond was with the American Society of 
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Oral Surgeons at their annual meeting 
in Miami Beach, Fla. This Institute 
makes the third. These pleasant occasions 
have given me the opportunity to study 
these interprofessional problems _ first 
hand. I have tried to see this subject from 
the American Dental Association’s side, 
from the American Medical Association’s 
side, from the side of the Joint Commis- 
sion on Accreditation of Hospitals and of 
course from the hospital side. I am, in- 
deed, pleased that during these past few 
years, interprofessional relationships have 
not deteriorated but rather, through con- 
ferences such as this Institute, real prog- 
ress has been made in the understanding 
and solution of joint problems. 


@ Hospital Responsibility 


What we really are talking about is 
how dentists can get “into” hospitals. 
Dentists are at the moment a “have not” 
group and they are impatiently “peeking” 
into the inner sanctum with the hope of 
getting in either by invitation or by force. 
Obviously, their motives are sincere, logi- 
cal and based on concern for the patient. 
All “have nots” are not so motivated, as 
evidenced by the bank robber. However, 
it appears to be a human trait that when- 
ever any group of “have nots” are frus- 
trated in their attempts at becoming 
“haves,” whether their motives are legiti- 
mate or illegitimate, feelings of resent- 
ment take root and aggressive patterns of 
conduct begin to dominate their actions. 
It is the mature individual and the mature 
society, indeed, that can sublimate these 
instinctual drives. I believe that dentists 
have, by and large, accomplished this 
difficult task and they should be widely 
commended for it. 





The first step in developing sound 
and constructive interprofessional _rela- 
tionships is knowledge of each other. 
Basically, a hospital is an institution de- 
voted to service and operated by trustees 
with the advice and assistance of physi- 
cians. The trustee holds the legal liability 
and delegates the actual care of patients to 
the physician. He is guided in his per- 
formance by such organizations as the 
American Hospital Association and the 
Joint Commission on Accreditation of 
Hospitals which exert their influence 
through education and setting up of 
standards rather than through disciplinary 
police powers. But even in this house of 
mercy, all is not sweetness and light. 
Trustees, hospital administrators and 
physicians are still trying to negotiate 
and develop sound working relationships 
between themselves. Therefore, dentists 
should not feel discriminated against. 
Physicians are even trying to work out 
sound relationships with other physicians. 
The specialists and the general practi- 
tioners still have a long way to go to iron 
out their own interpersonal relations. 

I am not intolerant of the time it 
takes evolution to bring real progress. In 
this specialist controversy, for example, it 
readily can be seen why there are still 
unsettled issues. Of the 19 recognized 
medical specialty boards, only three were 
in existence before I entered high school. 
The last one was created only eight years 
ago in 1950. There has not been enough 
time to get all of the associated problems 
worked out, because these matters, just 
like the acceptance of dentists in hospitals, 
cannot be legislated, cannot be forced 
and cannot even be argued in spite of 
sound logic and honest purpose. Human 
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relations take time. In great part, the prob- 
lems of hospital dentistry, I believe, are 
due to the preoccupation of medicine and 
hospitals with their own affairs. 

There are still other reasons. Hos- 
pitals by evolution are essentially con- 
cerned with medicine, not dentistry. The 
tules and regulations, the standards and 
even the avowed purposes of hospitals 
have been directed toward the technics 
of the physician in caring for his medi- 
cally ill patient. The trustee has rightfully 
asked the medical staff for its recommen- 
dations on all professional matters. Hos- 
pital dentistry has only been one of a long 
list of thorny problems thrown at this 
busy group. Whatever recommendations 
were handed to the trustees by the medi- 
cal staffs in answer to these problems, 
were conceived, by and large, from the 
realities of the local situation. This is w hy 
today there is such a wide variety of solu- 
tions in many areas of hospital operation 
including hospital dentistry. Wherever 
the dentists have been professionally 
qualified, the medical staff, wise and 
understanding, and the administrator and 
trustees, bold and visionary, the problems 
of hospital dentistry have vanished into 
thin air. In turn, the opposite has been 
true, and there has been almost every de- 
gree in between. 

So it must be admitted that, in gen- 
eral, whatever the medical staff recom- 
mends, the trustees will adopt. These 
civic-minded men and women are sensi- 
tive to their legal responsibilities and 
recognize the untenable position they 
would assume if they adopted policies 
contrary to the advice of the medical staff. 
This is why the recommendation that all 
hospitalized dental patients have an “ade- 


quate medical survey by a doctor of medi- 
cine before dental surgery” will, in my 
opinion, not be changed under present 
operational and educational conditions. 
Physicians sincerely believe that their dis- 
cipline alone assures the patient the best 
possible medical surgery. This belief is 
conveyed to the trustee who, seeing the 
logic in the argument and feeling his 
public trust, rules accordingly. Except in 
rare cases in publicly owned institutions, 
all the king’s horses and all the king’s 
men are not going to change their ruling. 

In this connection, I appreciate that 
the dental practice laws in several states 
grant dentists wide privileges in the per- 
leesunen of their professional duties, 
but they do so only when the dentist acts 
as a private practitioner. The same applies 
to the medical profession. But when 
either a dentist or a physician joins an 
organized medical and dental staff of a 
nonprofit hospital, the basic legal respon 
sibility for patient care shifts from the 
individual practitioner to the public- 
minded trustee, and a new code of prac- 
tice dominates. If it were not so, it is con- 
ceivable that a group of unscrupulous 
practitioners might use the facilities 
which the public owns for practices which 
were not in the public’s best interest. ‘This 
is one of the typical checks and balances 
of a democracy, but it should cause no 
concern to the ethical practitioner and 
force no major change in his professional 
life. 

The best way, therefore, to have 
trustees adopt practices which may better 
suit the needs of dentists is first, to have 
the medical staff make recommendations 
in line with dentists’ thinking, but I shall 
mention this in more detail later. 
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The practice of involving a physician 
for a medical survey, particularly in those 
hospitals without house staffs, may put 
the dental patient to additional expense. 
However, in many situations this exami- 
nation will be made by the patient’s own 
family doctor and will be a normal part of 
his program of health maintenance. In 
some situations a physician will have to 
be brought in for this single purpose, but 
considering the advantages to the patient, 
the minor extra fee should not undermine 
an otherwise sound procedure. 

There appears to be another social 
force which should help toward a happy 
solution to this problem of hospital den- 
tistry. This force is the expanding concept 
of total health, comprehensive health or 
positive health or whatever you want to 
call it. Both medical and dental educa- 
tional programs are stressing the longi- 
tudinal aspects of disease with the ulti- 
mate goal being prevention of illness and 
maintenance of health, of course, within 
God-given limits. No one can talk of total 
health without including in such a con- 
cept full dental care, both prophylactic 
and therapeutic. Therefore, physicians 
cannot long ignore the realities of den- 
tistry, and if the trustees do not receive 
their indoctrination from their medical 
advisers, they certainly should get it from 
dentists. Therefore, the stronger this force 
for positive health becomes, the sooner the 
full realization of dentists’ dreams for hos- 
pital dentistry will come to pass. 


@ Joint Commission 
on Accreditation of Hospitals 


There is still another reason why 
problems have developed in hospital den- 
tistry and that is hospital accreditation. 





Now I am not going to criticize the Joint 
Commission on Accreditation of Hos- 
pitals. Quite the contrary. I believe in 
accreditation of hospitals as strongly as 
dentists do in accreditation of schools of 
dentistry. The Joint Commission and be- 
fore it the American College of Surgeons 
have done an outstanding job—objective, 
honest and educational—directed always 
to the upgrading of the quality of hospital 
care. In discharging their responsibility 
they have, nevertheless, made a few defin- 
itive statements. 

First of all on the positive side, they 
have recognized the needs of dental pa- 
tients and have supported hospitals de- 
siring to appoint a combined “medical 
and dental staff.” However, contrary to 
the wishes of many dentists and contrary 
to the 1956 resolutions of the House of 
Delegates of the American Dental Asso- 
ciation, they have recommended that 
dentists be appointed “in the division of 
oral surgery just as physicians and sur- 
geons are appointed to other services of 
the hospital.” This means that dentists 
are under the chief of surgery rather than 
under a chief of dentistry whose depart- 
ment would be coequal with that of sur- 
gery. 

You and I know, however, that there 
are approved hospitals with independent 
departments of dentistry and that there 
are even a larger number of hospitals 
where the connection to surgery is by 
name only, since they enjoy essentially 
all of the prerogatives of an independent 
department. But for those hospitals un- 
familiar with the performance of dentists 
or where the local situation is confused 
by some real or fancied obstruction, such 
words of the Joint Commission are reas- 











42 J. ORAL SURG., ANESTH. & HOSP. D. SERV., VOL. 17, MARCH 1959 


suring to the trustee and are willingly 
adopted as their own. 

The Joint Commission has issued 
the following Standard: 

The dental staff shall conform in general 
to standards established for the medical staff. 
In addition: 

1. Members of the dental staff shall be 
qualified legally, professionally and ethically 
for the positions to which they are appointed. 

2. Patients admitted for dental services 
shall be admitted on a surgical service and shall 
be the responsibility of the chief of that service. 

3. Adequate medical survey, by a mem- 
ber of the service to which admitted, shall be 
done on each patient before dental surgery. 
Indicated consultations shall be held in com- 
plicated cases. 

Actually, except for the small matter 
of independent status, this Standard per- 
mits any qualified dentist to practice his 
profession with no real restriction to him- 
self and certainly no penalty to his pa- 
tient. 

In fact, the best thing about this 
Joint Commission Standard is what it 
does not say. It does not get involved in 
such details as who actually admits and 
discharges patients, who can write orders 
and what kind, or who is or who is not 
qualified to do what procedures. These 
are local matters which are settled by the 
same orderly machinery as any other pro- 
fessional question is settled. Wherever a 
dentist is sufficiently accepted to get his 
point across to the leaders of the medical 
staff, his recommendations will usually be 
duly forwarded to the trustees and be 
officially adopted. 

The Joint Commission, furthermore, 
does not try to define the boundaries of 
oral surgery or of any other specialty with- 
in dentistry, nor does it try to define the 
overlapping borders of plastic surgery and 


otolaryngology. We are all perhaps aware 
of the unfortunate wording the American 
Medical Association used a few years 
back in defining oral surgery, particularly 
as it affected neoplasms, but it has 
protected the patient in cases of indi- 
viduals extending themselves beyond 
their training. In cases where there have 
been properly qualified dentists, I do not 
think it has been any particular stumbling 
block. I know of no better way of bring- 
ing fruitful negotiations between two 
professional disciplines to a screeching 
halt than to raise the question of defini- 
tions. Two groups can sit down and ob- 
jectively determine on the basis of expe- 
rience and training what one individual 
is qualified to do. This is done every day 
in the granting of surgical privileges in 
hospitals. But when two groups sit down 
to set limits or boundaries for a whole 
profession or a whole specialty, com- 
pletely ignoring the exceptional training 
and experience of individuals within that 
group, emotions, protective loyalties and 
sometimes even selfishness, enter the pic- 
ture and so confuse the issue that fric- 
tions—not solutions—result. 

I vividly remember seeing some of 
the fascinating color movies shown at the 
Miami Beach meeting of the American 
Society of Oral Surgeons. One showed a 
severely traumatized face with a mandib- 
ular fracture, part of the upper dental 
arch pushed up into the maxillary sinus 
and a displaced fracture of the superior 
and inferior rim of the orbit. The oral 
surgeon did a complete repair including 
making an incision along the eyebrow 
through which he reduced the orbital 
fracture. The postoperative results were 
excellent. I mention this case for two 
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reasons. The first is that it illustrates the 
potential difficulty in drawing boundaries, 
as I am sure one could have worked up 
a good argument about “contiguous tis- 
sues.” The more important question it 
raises, however, is how would this case 
have been handled in a town where the 
lone community dentist did not have hos- 
pital privileges or if he did not have sufh- 
cient training to do the job. I question, 
when one comes right down to it, if the 
local general surgeon would really have 
had the skill to match that of the trained 
oral surgeon. It is conceivable that the 
patient would have required the services 
of three specialists—a dentist to wire the 
jaw, an otolaryngologist to repair the 
sinus and perhaps a plastic surgeon to re- 
pair the orbit. In most towns, however, 
these specialists would not have been 
available. The patient in the film I feel 
was fortunate. He found himself in the 
hands of a trained oral surgeon who, with 
the assistance of a competent anesthesiolo- 
gist, did a sound professional job. I asked 
this surgeon what he would have done 
if there had been damage to vision and I 
received the straightforward answer that 
he would have called in an opthalmolo- 
gist. This is according to item 3 of the 
Joint Commission’s Standards. Until all 
patients with this same kind of injury 
get as competent care, the two professions 
of medicine and dentistry have a lot of 
unfinished business. 

Unfortunately, hospital dentistry 
and oral surgery are often considered 
synonymous to those unfamiliar with the 
whole problem, but this is understandable 
as oral surgery is perhaps closer to regular 
surgical care than the other specialties, 
and historically was the first to move into 





the hospital setting. But now, most of the 
other dental specialties have at times a 
proper hospital component. Certainly, 
restorative dentistry, periodontics, pedo- 
dontics, prosthodontics, dental roent- 
genology and oral pathology all can be 
applied to the hospitalized bed patient. 
In our institution we have no problem 
integrating these services, although ad- 
mittedly the presence of a school of medi- 
cine and school of dentistry faculty make 
for smooth relationships. The presence of 
these patients often creates certain equip- 
ment problems for the hard-pressed hos- 
pital. Nevertheless, we administrators 
have the same responsibility of providing 
the instruments necessary for dental pro- 
cedures as we have for providing instru- 
ments and equipment for the surgical pa- 
tient. We have the further responsibility 
of setting our charges at cost so that the 
dental patient is not unjustly charged for 
services not actually used or needed. 
Obviously, he should pay for the standby 
and overhead services, for he shares in 
these, but he should not be charged for 
those services which logically he would 
not require. Hospital costs cannot be 
competitive with office practice. The 
services available, the caliber and quality 
of auxiliary care just cannot be compared, 
and therefore costs must reflect the higher 
order of service. An extraction with a 
whiff of gas in a downtown office with an 
inexperienced assistant and with a cur- 
tained-off closet as a recovery room just 
cannot be compared with the full facilities 
of a hospital operating suite and its re- 
covery room. Frankly, if I had to make 
the choice for myself or my family, there 
is no question which I would choose. In 
this day and age, individual competency 
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in most situations, has to be supported by 
a complete and well-staffed workshop. 


@ Payment for 
Hospital Dental Service 


Unfortunately, not all of our citizens are 
so fortunate as to have reasonable finan- 
cial resources, and this group—a group 
which may well represent the majority— 
cannot he relegated to only second class 
care. For medical conditions, over 110 
million of our citizens have some sort of 
hospitalization insurance. Unfortunately, 
dental coverage is very scanty except for 
certain specific oral surgical procedures 
performed in a hospital and for a few ex- 
perimental plans currently being studied 
by the American Dental Association and 
the Health Insurance Association of 
America. The whole problem of dental 
insurance is an interesting one and, in 
deed, it challenges us to search for a bet- 
ter solution. But may I warn that when 
the problem of payment for health serv- 
ices is solved, a move to insure quality of 
care for that payment inevitably follows. 
This trend has been seen in medical care. 
Although many thorny problems still exist 
in third party payment for hospital and 
professional services, theoretically the so- 
lution has been found—insurance for 
those able to pay for it; tax support for 
the indigent. However, this has placed a 
tremendous purchasing power of health 
care in a relatively few hands and, rightly 
or wrongly, these agencies now feel that 
they have a responsibility to their insurers 
or clients to pay only for care that meets 
a minimum standard of quality. Already, 
this has touched dentistry in a small way, 
but before it touches dentistry in a big 
way, I hope that any problems of quality 





control which may be foreseen will be re- 
solved in advance. 


@ Services for 
Ambulatory Patients 


That hospital care means being sick 
in bed is still a commonly accepted defini- 
tion, but in recent years, there has been 
a rapid shifting of emphasis from bed to 
ambulatory care. This trend involves den- 
tal patients as much as it does medical 
patients. In order to give full compre- 
hensive coverage and true continuity of 
care from inpatient status to outpatient, 
the development of dental services for 
ambulatory patients is a must. 


@ [nterprofessional Relations 

The need for dental care will always 
be present, and this service will naturally 
fall to dentists. Although there may be 
some shifting of henctiane between cer- 
tain of the health professions, the last 
thing dentists have to fear is the taking 
over of their area of responsibility by 
some outside group. This, at least, offers 
some sense of security. This means that 
dentists can relax and can concentrate on 
If I can 
usurp the privileges of a consultant or an 
adviser, I would urge the dental profes- 
sion to devote its major effort at dental 
education at all levels—undergraduate, 
graduate and postgraduate. 

The acceptance of dentists by the 
medical profession and therefore the ob- 
taining of hospital privileges must be 
earned by dentists’ own performance. It 
cannot be gained by force, by the passage 
of eloquently worded resolutions, or even 
by legislation. In general, whenever one 
is faced with such a challenge, it is axio- 


more constructive programs. 
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matic that he returns to education for his 
salvation. The rapid evolution of schools 
of dentistry is recognized by educators 
and health workers alike. But yet, with 
no intent at criticism or malice, it must 
be agreed that there is still room ahead. 
The graduate of today is far better able 
to discharge his role in hospital practice 
than the graduate of a generation ago. 
Still further, the graduate with a dental 
internship under his belt is even better 
off, and still further the candidate who 
has completed his residency in oral sur- 
gery is prepared best of all to fit into the 
hospital setting. I believe each level of 
training should be reviewed in the light 
of its ability to train men to assume the 
broader role required in positive health 
and in hospital practice. 

Much of dental training is by nature 
mechanical, yet so are certain of the 
medical specialties. I understand that 
much of the newer emphasis in dental 
education centers on the broad scientific 
fields, and in this respect, it more closely 
resembles medical education. Although 
each profession should properly maintain 
its own identity, nevertheless, the more 
medicine and dentistry develop in com- 
mon, the sooner dentistry will be accepted 
by physicians for their rightful place in 
hospital practice. Research is one area 
where dentistry can properly emulate 
medicine. Although considerable research 
in dentistry is going on, I would doubt if, 
faculty member for faculty member, den- 
tistry is doing as much as medicine, par- 
ticularly in the basic sciences. 

I am aware of the American Dental 
Association’s great interest in and em- 
phasis on the development of more and 
better dental internships. We in hospitals 





have a parallel responsibility in helping 
to make such progress widely available, 
for it will be these interns who will have 
the most influence on swinging open the 
door to hospital practice. As the hospital, 
by virtue of the social forces mentioned 
earlier, becomes the community health 
center of tomorrow, all of the health pro- 
fessions will have to learn how to inte- 
grate into hospital practice. Pharmacy 
and public health are fast joining nursing 
and medicine in recognizing that the hos- 
pital is, at least in part, their clinical 
laboratory. Dentistry is really already a 
part. We only are anxious to see den- 
tistry’s part in it develop more completely 
and more rapidly. 


w Staff Organization 


I shall review very briefly staff or- 
ganization. The trustees or some other 
legal governing board appoints the medi- 
cal and dental staff. The only exceptions 
to this rule are the privately owned, tax- 
paying institutions of which there are still 
a goodly number in certain parts of the 
country. Each hospital chooses its type of 
staff—open or closed. A closed staff is one 
in which the members are selected and 
limited to meet the needs of the institu- 
tion and by definition may exclude for 
internal reasons, other competent mem- 
bers of the profession desiring admission. 
The open staff includes all licensed phy- 
sicians desiring privileges. This latter pat- 
tern is quite acceptable if the staff is suf- 
ficiently organized to govern itself and to 
control its clinical performance, but unde- 
sirable if it permits an “every man for 
himself” type of practice. 

Appointment to these staffs usually 
requires five simple steps: 
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1. Application, usually in writing, 
to the secretary of the Board, or to the 
administrator. 


2. Reference of the application to 
the officers of the medical and dental staff 
for presentation to the membership. 


3. Reference to the credentials com- 
mittee which checks the acceptability of 
the candidate. If the candidate is a den- 
tist, a dentist should be on the committee. 


4. Action by the medical and dental 
staff in the form of either a recommenda- 
tion to the trustees for appointment or for 
rejection. If denial of privileges is rec- 
ommended, proper justification should be 


offered. 

5. Action by trustees usually in con- 
formity with the recommendations of the 
medical and dental staff. If there are any 
disagreements, they should be referred to 
the Joint Conference Committee for solu- 
tion, Unilateral action by trustees against 
the advice of the medical and dental staff 
on any matter, appointment of staff in- 
cluded, is a dangerous and disrupting 
practice. 


Medical staffs are further organized 
in two ways—one by clinical services; the 
other by levels of responsibility. The latter 
includes such subdivisions as honorary 
member, consultant, courtesy staff and 
attending staff. The last group, the at- 
tending staff, which in itself may be fur- 
ther divided depending on the size and 
desires of the group, is the working and 
responsible arm of the profession. They 
vote, elect their officers, create their com- 
mittees, review their performance, advise 
the trustees on medical matters and guard 
the quality of medical care in their insti- 
tution. 
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Usually, the formalities of this or- 
ganization along with certain broad rules 
of conduct are formulated into a staff 
constitution and bylaws. Fortunately, i 
is rare that one needs to refer to these 
legal teeth, but when confronted with a 
specific problem, the written word is a 


Godsend. 


@ Summar) 


Present day social forces make hospi- 
tal dentistry inevitable. To date, hospitals 
have been oriented primarily around med- 
ical care—not dental care—and certain un- 
derstandable standards have been set. I 
trust that we all believe that, in those in- 
stitutions still having problems in devel- 
oping hospital dentistry, knowledge and 
professional performance will be the key 
to unlocking the closed door. The signifi- 
cance of status has been played down and 
the suggestion has been made that recog- 
nition be earned through better prepara- 
tion of dentists at all levels of education. 
The dangers in the setting of professional 
boundaries and the making of rigid defi- 
nitions at a national level, and the wis- 
dom of working out problems at the local 
level, have been noted. A review has been 
made of some of the problems and respon- 
sibilities the administrator has in devel- 
oping hospital dentistry, for this indeed is 
not dentistry’s problem alone—it is the 
administrator’s, trustee’s, physician’s, even 
the general public’s as well as the den- 
tist’s. 

Finally, staff organization has been 
reviewed. If the dentist is unsure about 
the organization of his own staff or the 
staff of the hospital with which he is 
negotiating, he should not be embar- 
rassed to the point of not asking for the 
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facts. Professional people are taught not 
to bluff their way through professional 
matters, yet they often tend to bluff 
through administrative matters. The facts 
should be obtained from the fellow who 
really knows. 

I believe that the dentists’ day is com- 


ing. The road ahead is perhaps long and 
hard. We still don’t know what lies 
around the next corner, but at least now, 
physicians, dentists and hospitals are 
walking along together hand in hand, and 
I personally find that company very en- 
joyable and tremendously stimulating. 


Organization of the hospital dental service 


in a large teaching hospital 


w Morgan L. Allison, D.D.S 


The organization of the department of den- 
tistry varies somewhat depending on the 
needs of the local community. The chief 
of the department should have a coequal 
status with other departmental chiefs. With- 
in the department, there should be a division 
for each dental specialty, and the house staff 
should include both interns and residents. 
The teaching staff should be selected on the 
basis of qualifications and interest in teach- 
ing. It is extremely important that success- 
ful, well-qualified dental practitioners con- 
tribute to the improvement of dental services 
and postgraduate training by participating 
in the hospital teaching program. 





It is important to determine the purpose 
of any organization before establishing 
the standards by which this organization 
will function. The purposes of the hos- 
pital dental service will vary depending 
on the facilities in each hospital. The de- 





., Columbus, Ohio 


partment of dentistry in a large teaching 
hospital provides services to patients, 
training for house staff, services for the 
dentists, and consultation services for the 
physician. 

The administrative organization of 
the department of dentistry in such a hos- 
pital should conform to the Basic Stand- 
ards of Hospital Dental Service’ modified 
to fit the needs of the community on the 
local level depending on the types of pa- 
tient services provided and the qualifica- 


tions of the hospital staff members, both 


Presented at the Second Institute on Hospital Dentistry, 
co-sponsored by the Council on Hospital Dental Service, 
American Dental Association, the American Hospital Asso- 
ciation and the American Medical Association, June 3, 1958, 
Chicago. 

Associate professor and chairman, oral surgery and anes- 
thesia, College of Dentistry, Ohio State University; chief, 
division of oral surgery, University Hospital, Ohio State 
University, and member, Council on Hospital Dental Service, 
American Dental Association. 

1. American Dental Association, Council on Hospital 
Dental Service. Basic standards of hospital dental service. 


In Dental programs for hospitals. Chicago, American Dental 
Association. 
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dentists and physicians. The chief of the 
department of dentistry must be properly 
qualified and have sufficient cooperation 
and influence with his staff and other 
hospital departments to assure the dental 
service of adequate privileges to fulfill its 
responsibilities to the patient and the hos- 
pital. The chief of the department of 
dentistry must perform executive duties 
for his department including the division 
of oral surgery. Oral surgery staff mem- 
bers have a unique position in the hos- 
pital organization, and their responsibili- 
ties and privileges will be discussed later 
in this paper. 

The house staff in dentistry consists 
of interns and residents. The internship 
may be a general rotating internship, a 
straight internship in a specialty or a 
mixed internship. The resident training 
usually is in a specialty area. The dura- 
tion of training will depend on the clinical 
material available, the actual active staff 
participation and the facilities and abilities 
to fulfill basic science, research and teach- 
ing requirements.” It should be empha- 
sized that the scope of graduate and post- 
graduate training in dentistry is consider- 
ably broader than this paper intends to 
discuss. For instance, such training 
available in all of the basic sciences and 
most specialties in dentistry in universities 
and other training institutions which do 
not fall into the category of hospitals. 
These programs are for 12 to 24 months 
and play an important part in dental edu- 
cation. 


Training the house staff in a hospital 
dental service is one of the most important 
responsibilities of the department of den- 
tistry. The training should include the 
following: 


1. Clinical experience should be 
provided in the areas of dentistry of in- 
terest and value to the program. 


2. Research should be encouraged 
to stimulate interest in investigation. The 
house staff should learn to evaluate their 
own accomplishments, and to produce re- 
sults that, through publication, will make 
a contribution to dentistry. Research can 
be planned either as a clinical or labora- 
tory investigation depending on the fa- 
cilities of the hospital and the require- 
ments of the problem. It is the responsi- 
bility of the chief of the department of 
dentistry to make funds and facilities for 
research available and to direct the 
method of study. 


3. Seminars should be provided 
regularly to increase knowledge in all of 
the specialties of dentistry and in those 
phases of medicine and surgery which 
may be important to the house staff to 
provide treatment to the patient or consul- 
tation for the physician. 


4. Graduate should be 
utilized where a graduate school is avail- 
able. Graduate courses usually will be 
available to the house staff who are train- 
ing in university-afiliated hospitals. The 
umndenle of formal graduate courses vary 
in different universities, but a record of 
accomplishment in such formal courses is 


courses 


a better standard for measuring training 
than that determined from informal staff 
meetings and seminars. A graduate de- 
gree is not essential for adequate training 
for specialty board qualification but is of 
value for future teachers. 


2. Harrigan, W. F. Training of the oral surgeon. J. Oral 
Surg. 15:222 July 1957. 
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5. Teaching is an important phase 
in the training of the house staff and can 
be accomplished through participation in 
dental seminars, all hospital staff meet- 
ings, grand rounds, assisting in university 
lecture and laboratory courses, and pro- 
viding programs for other professional 


groups. 

6. Legal aspects of dental practice 
should be covered thoroughly in the train- 
ing for the dental house staff. The impor- 
tance of legal responsibilities in dental 
practice is more noticeable each year, and 
increased legal responsibility is assumed 
with increased professional privileges and 
responsibilities of advanced or specialty 
practice. Interesting discussions of the 
legal aspects pertaining to dental practice 
have been written by Harper.** 


7. Preparation of papers for publi- 
cation in professional journals, especially 
those pertaining to dentistry, should be 
encouraged as part of the training of the 
house staff to increase knowledge in den- 
tistry and to provide training for prepara- 
tion of future publications. Such reports 
can be results of research, compilation of 
statistical data, or case reports. 


The scope of dental service will de- 
pend on the qualifications of the dentists 
and their staff appointments and _privi- 
leges. Generally speaking, staff members 
in the department of dentistry, excluding 
specialists, perform general dental services 
recognized on the local level as being a 
routine part of office general practice. 
These services include routine removal of 
teeth (not those complicated by unusual 
cysts, impactions, displacements and so 
forth), repair of carious teeth and con- 
struction of prostheses (for instance, in a 





chronic disease hospital). Specialty serv- 
ices would include oral pathology and 
diagnosis, pedodontics, periodontics, pros- 
thodontics, orthodontics and oral surgery. 
Staff appointments should conform to the 
constitution and bylaws of each hospital 
and be parallel to the methods of appoint- 
ment to the medical and surgical staff. 

The chief of the department of den- 
tistry should be selected on the basis of his 
training and experience in administra- 
tion, teaching, and practice and must 
perform executive duties at an administra- 
tive level and with coequality to the chief 
of other hospital departments. It is his re- 
sponsibility to direct the activities of all 
divisions of dentistry through and in co- 
operation with the chief of each division. 
Within the department of dentistry there 
should be a division for each specialty in 
dentistry that is active in the hospital. It 
is probable that in many instances the 
chief of the department of dentistry is 
also the chief of the division of oral sur- 
gery. 

The division of oral surgery usually 
enjoys the most active status in the de- 
partment and has responsibilities and 
privileges to both the department of den- 
tistry and the department of surgery. Oral 
surgery is usually a division of the depart- 
ment of surgery. It enjoys equal status 
with other divisions of surgery Cortho- 
pedic, thoracic and so forth) following 
the recommendations of the American 


Dental Association.* At the same time, 


3. Harper, N. A. Medicolegal aspects of regional anes- 
thesia. In Local anesthesia and pain control in dental prac- 
tice, Monheim, L. M. St. Louis, C. V. Mosby Co., 1957. 

4. Harper, N. A. Legal aspects of general anesthesia. In 
General anesthesia in dentistry, Monheim, L. M. St. Louis, 
C. V. Mosby Co., 1959. In press. 

5. Harper, N. A. Legal aspects of emergency treatment 
D. Clin. N. America p. 593 July 1957. 
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oral surgery staff members are also mem- 
bers of the department of dentistry and 
are therefore responsible to both the chief 
of the department of dentistry and the 
chief of the department of surgery. 

The chief of the division of oral sur- 
gery should be selected on the basis of the 
same qualifications as those for chief of 
the department of dentistry, and in addi- 
tion he must be a member of the Amer- 
ican Board of Oral Surgery and the 
American Society of Oral Surgeons Cor 
recognized by this Board and this Society 
as being eligible for membership). The 
requirements for qualification for the 
American Board of Oral Surgery have 
been outlined.’ Oral surgery has been de- 
fined as: 

. that part of dental practice which deals 
with the diagnosis, the surgical and adjunctive 
treatment of the diseases, injuries and defects 
of the human jaws and associated structures. 
The scope of the specialty of oral surgery shall 
include the diagnosis, the surgical and adjunc- 
tive treatment of the diseases, injuries and de- 
fects of the human jaws and associated struc- 
tures within the limits of the professional 
qualifications and training of the individual 
practitioner and within the limits of agreements 


@ ScrentiFic LANGUAGE AND LAYMEN 
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made at the local level by the health team con- 
cerned with the total health care of the patient.® 

The present status of oral surgery 
has been discussed recently by Thoma.® 

The teaching staff of the department 
of dentistry should be selected on the basis 
of qualifications and interest in teaching. 
Duties include advice, assistance and 
demonstration of clinical diagnosis and 
treatment. Teaching includes supervision 
of research and presentation of lectures 
and discussions at all levels within the 
hospital and before other professional 
groups. Teaching performed by a _pro- 
fessional man almost always is done with 
a sacrifice of time and money. 

It is of extreme importance for the 
future of hospital dentistry that success- 
ful practitioners make this sacrifice and 
contribution to the improvement of den 
tal services and postgraduate training.— 
Nine Buttles Avenue. 


6. American Dental Association. Transactions 1956, p. 
2-285. 


28 
7. FitzGerald, L. M. Specialties in dentistry B special 
reference to oral surgery. J.A.D.A. 55:545 Oct. 

8. seine Dental Association. ‘clio dg ae Pp 
218-2 

a a K. H. Status of a surgery. New England 
J. Med. 257-871 Oct. 31; 927 Nov. 7, 1957. 


Laymen think it is quite natural for them to be ignorant of the scientific languages; it strikes them 
as unnatural when a scientist is ignorant of English. But as a matter of observation, only a very 
small percentage of either group is able to operate competently in the English language. Competent 
literacy is quite rare, and it is unfair to expect every scientist to be also a master of the common 
tongue. It would be astonishing if every scientist—or every butcher—were also an author in his 


spare time.—M. W. Thistle, Popularizing Science. Science April 25, 1958. 

















The dental service in the small hospital 


gw R. H. Duncan, Urbana, Ill. 


In the small hospital with no organized 
complete dental service, it is advisable to 
have the dental staff responsible to the chief 
of general surgery, since in those instances 
the majority of the dental patients have 
surgical problems. In such hospitals the den- 
tal staff should preferably be headed by a 
diplomate of the American Board of Oral 
Surgery but where one is not available the 
choice of the chief of the dental staff be- 
comes a difficult one. There is a great need 
for medicine and dentistry formulate 
standards for the selection of the dental staff 
in the small hospital. 





The role of the hospital administrator in 
a small hospital having no organized den- 
tal service and no definite administrative 
category for such a service in the profes- 
sional administration of the hospital is in- 
deed puzzling. Many discordant notes 
may be heard, from all sides. I happen to 
believe that in a small hospital the dental 
service, being mainly surgical in nature, 
should be a subdivision of the department 
of general surgery, and that the chief of 
the dental service be responsible to the 
chief of general surgery. 

Thee is much more likelihood of 
the patient with jaw diseases obtaining 
good care, because the nature of the con- 
ditions under treatment is such that a 
background in general surgery seems to 
promote better understanding of oral pa- 
thology. I am told that this is true par- 





ticularly in the management of extending 
infections. It is also apparently true that 
at least in small hospitals the dentist is 
the only surgeon present who actually has 
a thorough education in oral pathology 
and diagnosis. These subjects evidently 
are not listed in the medical curriculum. 
It also seems that there is no rivalry be- 
tween the dentist and the general surgeon, 
and that a fair administration of the serv- 
ices results. 

The dentist, particularly the dental 
intern, can be of service to the general 
surgeons, the department of anesthesi- 
ology, and to administration in a variety 
of ways. As I noted previously, dentists 
have an educational background in oral 
and facial anatomy and can, therefore, 
better handle injuries of these areas. They 
are accustomed to operating in the airway 
and can make a connclbati to the de- 
velopment of anesthesia technics. Thus, 
patient care is expedited, and the aver- 
age hospital stay of ill or injured patients 
is often shortened. This is quite im- 
portant, particularly in relation to charity 
patients. 

It has been my experience that the 
staff need not worry about the educational 
competence of the dental interns. They 
are excellent. Dental interns have been 
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admired and respected, particularly by the 
surgery and anesthesia departments. 

The chief of staff and the adminis- 
trator of a small hospital, in seeking to 
improve the quality of service, should co- 
operate with the staff dentists in organiz- 
ing the dental department along the lines 
advised by the American Dental Associa- 
tion’s Council on Hospital Dental Serv- 
ice. The constitution and bylaws should 
be revised by an attorney, and the entire 
situation should be studied carefully. In 
my opinion the chief of surgery, the chief 
of staff and the administration should at- 
tempt to establish a practical means of de- 
fining the competence of the chief of the 
dental service. Obviously such definitions 
must come primarily from the dental 
authorities. Most of the dentists’ problems 
have arisen because of a lack of under- 
standing of the situation which may ob- 
tain in a given locality, by those who, on 
a national level, are attempting to do 
a much needed job of setting up criteria 
for competence in all areas of patient care. 
Also the introduction of insurance has 
raised more problems. 

It is not surprising that many small 
hospitals are having difficulty in keeping 
the better dentists interested in serving as 
staff members. Many physicians in 
smaller communities are unwilling to ac- 
cept what they construe as the dictates 
of the records librarian, and have begun 
to avoid the hospital. The competent, self- 
respecting dentist is likely to assume, 
wrongly, that the hospital rules are specifi- 
cally designed to harass and embarrass 
him. Therefore, he hospitalizes fewer and 
fewer patients and refuses to show up for 
emergencies. Since his livelihood is not 
absolutely dependent on the hospital, he 


allows his staff relations to degenerate to 
lower and lower levels, and not infre- 
quently he quits. 

There are no national agencies 
which can accurately define the hospital 
competence of the dentist. Standards for 
acceptance of a certificate of the Ameri- 
can Board of Oral Surgery and restriction 
of practice to oral surgery by the Ameri- 
can Society of Oral Surgeons are available 
to local credentials committees to de- 
termine surgical privileges on the basis 
of the applicant’s training, experience and 
demonstrated competency. In a few states, 
Illinois being among them, there are 
specialty laws in dentistry which are help- 
ful to the extent that they try to qualify 
members of the specialty of oral surgery. 
These all fall short of real assistance to 
the small hospital administrator and staff, 
because they have nothing to do with gen- 
eral practice. 

For the present it appears to me that 
the smaller hospital, if not able to head up 
its dental department with a Board-quali- 
fied oral surgeon, or member of the Amer- 
ican Society of Oral Surgeons, should 
simply do the next best thing, and that is 
to ascertain where in its area one or more 
of the men so qualified is located and seek 
advice and counsel about its problems. 
It may be possible in some instances to 
appoint such a person to the consulting 
staff and thus implement solution to quite 
a few problems. Until dental and medical 
authorities at the proper level can come 
to the assistance of the smaller hospitals 
with advice along these lines, it is prob- 
able that some difficulty will continue to 
exist. 

The application of common sense, 
good will, personal charm and close co- 
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operation with the departments of surgery 
and anesthesia will in my opinion do more 
toward creating a hospital climate which 
will I hope make it possible for the ac- 
complished and conscientious dentist to 
stay with the hospital and continue to 


strive with it as a member of the staff. I 
feel that the hospital is a community unit, 
belonging to the whole community and 
including the function of proper dental 
care. Certainly such association will be 
good for the hospital and for dentistry. 


The American Hospital Association, 


its basic organization and objectives 


with special reference to hospital dentistry 


@ Joseph Anderson, M.D., Chicago 


The American Hospital Association is 
strongly in favor of dentists being on the 
staffs of general hospitals. It is better that 
this occur than that individual dental hos- 
pitals be constructed and organized since 
dentistry is important in the providing of 
total care for the patient. Although dentists 
are comparative newcomers in the hospital 
field, they have made great advances in a 
brief period. It is likely that in the not-too- 
distant future, dentists will achieve full 
administrative recognition in the hospital 
world and will be granted privileges com- 
mensurate with their training, experience 
and ability similar to those now granted doc- 
tors of medicine. 





The rapidly developing relationship be- 
tween hospital associations and the den- 
tal profession makes it desirable that rap- 
port between the two groups be accentu- 
ated as time goes on in order to facilitate 





the exchange of opinions, ideas and pro- 
posals—all to the benefit of the patients 
involved. 

In order to have an effective relation- 
ship between two organizations or individ- 
uals, each necessarily must be aware of 
the characteristics and objectives of the 
other. Therefore, the general program of 
the American Hospital Association will 
be discussed first. 


@ Form of Organization 


The organization of the American 
Hospital Association is much like that of 
the American Dental Association; that is, 
composed of councils and committees. 
Within the framework of the American 
Hospital Association there are seven coun- 
cils and the Blue Cross Commission, 
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which can be considered as an eighth 
council. The Council on Administrative 
Practice is concerned with accounting and 
business practices, engineering and main- 
tenance, housekeeping, hospital insurance 
(liability, fire, and so on), laundry man- 
agement, methods improvement and per- 
sonnel administration in addition to other 
areas. The Council on Planning, Financ- 
ing and Prepayment includes study and 
recommendations on community planning 
for hospitals and related services, embrac- 
ing construction and design, financing or 
construction and renovation, education 
and research, and prepayment and reim- 
bursement for hospital services from all 
sources. The Council on Research and 
Education is concerned with educational 
institutes, workshops and seminars, with 
public education including recruitment, 
library service and publications. This 
council has the responsibility for press 
releases from the American Hospital As- 
sociation and other public relations func- 
tions. The Council on Association Serv- 
ices emphasizes the encouragement of 
Association membership and utilization of 
Association services, strengthening of re- 
lations with hospitals and allied hospital 
organizations, and evaluation of Associa- 
tion activities. As part of this, it is re- 
sponsible for the acceptance of applica- 
tions for membership from institutions 
and individuals. In this regard, it should 
be mentioned that 20 years ago the insti- 
tutional membership of the American 
Hospital Association was 2,000 and the 
personal membership was 2,300, a total 
of 4,300; whereas, at the first of this year, 
institutional membership had increased to 
7,000 and personal membership to 4,800, 
a total of 11,800. 
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The Council on Hospital Auxiliaries 
develops volunteer services in hospitals, 
which include the “Gray Ladies” and the 
“Candy Stripers” (teen-age volunteers) 
and the promotion of hospital careers. As 
a matter of interest, there are now 1,294 
hospital auxiliaries which are members of 
the American Hospital Association. The 
Blue Cross Commission conducts activi- 
ties of general interest to extend the appli- 
cation of the principle of group payment 
for hospital illness, attempts to improve 
the efficiency of nonprofit hospital service 
plans and to promote the cooperation of all 
groups which may influence the scope, 
development and administration of hospi- 
tal service plans. 

The Blue Cross Commission _ is 
charged with the responsibility of recom- 
mending approval or disapproval of the 
applications of various nonprofit hospital- 
ization plans for membership in the Blue 
Cross family by establishing standards 
which must be fulfilled before the individ- 
ual plan can publicize its approval by the 
American Hospital Association or utilize 
the Blue Cross insignia. 

The Council on Government Rela- 
tions actually works from Washington be- 
cause of its direct concern with legislation 
at the federal level. The interests of this 
council are legion and include financing 
the cost of nursing education, public as- 
sistance, amendments to the Social Secur- 
ity Act, the inclusion of nonprofit hospi- 
tals in the college housing loan program 
in order to increase the facilities for in- 
terns and nurses, Medicare, the continua- 
tion of and appropriations for, the Hill- 
Burton program, obtaining or increasing 
congressional grants for research either 
on an individual basis or through the 
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National Institutes of Health, and numer- 
ous other areas. Many of these interests 
require testimony to be given before con- 
gressional committees. 

The Council on Professional Prac- 
tice is concerned with liaison with the 
professional staffs of hospitals and through 
this increases the efficiency of services of 
hospitals and generally improves patient 
care. In addition to the link with the den 
tal profession, the Council on Professional 
Practice has liaison with the American 
Medical Association through its Council 
on Medical Education and Hospitals and 
other councils of the American Medical 
Association, depending on the problem 
area. This council has functioning rela- 
tionships with medical specialists such as 
pathologists and radiologists and with 
many other organizations including the 
American Academy of Pediatrics, hous 
can Psychiatric Association, American 
Association of Nurse Anesthetists, Ameri- 
can Association of Medical Record Li- 
brarians, National Association of Social 
Workers, American Society of Hospital 
Pharmacists, American Dietetic Associa- 
tion, American Physical Therapy Associa- 
tion and American Nursing Home Asso- 
ciation, to name a few. 

The Council on Professional Prac- 
tice also appoints numerous representa- 
tives to other organizations and to com- 
mittees of other organizations to the 
benefit of all. The Council on Professional 
Practice staffs the Committee on Listings 
of the Association even though this is a 
committee of the Board of Trustees. In 
addition to being in charge of the adminis 
tration of the listing program, the Council 
staffs the American Hospital Association 
survey team of the Joint Commission on 





Accreditation of Hospitals. In addition to 
these councils, there are committees di 
rectly responsible to the Board of Trustees. 
Council actions and recommendations are 
subject to approval by the Coordinating 
Council which in essence insures that all 
the afore-mentioned councils work to- 
gether as, in many instances, a particular 
problem may fall within the purview of 
two or three councils. The Coordinating 
Council recommends certain actions of 
the Board of Trustees and in turn the 
Board of Trustees must seek approval of 
the House of Delegates in certain areas. 

At the present time there are six 
types of institutional membership in the 
American Hospital Association. These 
consist of Type I (short-term hospitals), 
Type II Clong-term hospitals), Type Il 
(to include dispensaries, clinics and other 
similar organizations for treatment but not 
rendering inpatient care), Type IV (Blue 
Cross Plans approved by the Board of 
Trustees on recommendation of the Blue 
Cross Commission), Type V (hospital 
auxiliaries) and Type VI (organizations 
interested in the object of the Association, 
but not eligible for institutional member- 
ship, hospitals outside the confines of the 
United States or Canada, hospitals under 
construction but not in operation, and re 
lated health organizations such as depart 
ments of health, professional societies, or 
regional hospital councils). Personal 
membership is open to individuals allied 
with institutional members or even to 
those not so related, but interested in the 
objectives of the American Hospital Asso- 
ciation. There are also special areas of 
personal membership that include hospi 
tal engineers and_ hospital purchasing 
agents. 
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@ Programs 


One very important program now 
under way by the American Hospital As- 
sociation is the Latin American Project. 
This comes under the supervision of the 
Council on Government Relations and is 
concerned with the improvement of hos- 
pital and patient care facilities in Central 
and South America by means of institutes, 
consultations, evaluations and seminars. 
This project is considered extremely valu- 
able and plans are being made to continue 
it further. 

In addition to the foregoing, the 
American Hospital Association has a deep 
interest in an entirely separate nonprofit 
organization entitled “The Hospital Re- 
search and Educational Trust.” This 
Trust is concerned with research of many 
different kinds within the hospital field 
and elaborates on research conclusions to 
be offered as recommendations on a re- 
gional if not on a national level. The 
Trust is supported by grants from various 
organizations, both governmental and 
nongovernmental, and at the present time 
there are several research projects under 
way. Recent projects include future needs 
of hospitals, evaluation and recommenda- 
tions concerning hospital licensing laws, 
investigation of staphylococcal infections 
in hospitals, and so on. 

The American Hospital Association 
has recently constructed a new headquar- 
ters building at the corner of Pearson and 
Lake Shore Drive in Chicago. It is located 
only a block or so from the headquarters 
of the American Dental Association. This 
12-story building, rather than having the 
formal title of American Hospital Associa- 
tion headquarters, is known as the “Cen- 





ter for Hospital Affairs,” inasmuch as 
work carried on in the building goes far 
beyond the scope of the American Hospi- 
tal Association itself. It is intended that 
three of the 12 stories will provide hous- 
ing for other nonprofit voluntary organi- 
zations in the hospital and health field. 

A more specific area of American 
Hospital Association programming and 
one which concerns both the hospital and 
dental professions directly will be dis- 
cussed now; this is the listing program. 

The earliest list of hospitals in the 
United States was compiled in 1873 and 
included 178 hospitals with a bed capac- 
ity of 3,564. This was obviously incom- 
plete because there were many hospitals 
established prior to 1873 w hich were not 
included on this list. In 1903 the Standard 
Medical Directory contained the names 
of a great number of additional hospitals. 
In 1906 the American Medical Associa- 
tion published the first edition of the 
American Medical Directory. This direc- 
tory was incomplete but had the advan- 
tage of considerable improvement in qual- 
ity, inasmuch as the list was compiled with 
care being taken to include only reputable 
institutions. 

In 1920 the Council on Medical 
Education in Hospitals of the American 
Medical Association began an annual cen- 
sus of hospitals, and if a hospital was ac- 
cepted for the census, it was known as a 


“registered hospital.” Each applicant hos- 


pital was evaluated through the coopera- 
tion of local medical and hospital societies, 
through correspondence and surveys Cif 
ducal necessary). In 1927 the Council 
on Medical Education first employed a 
full-time survey staff, and such a full-time 
staff is still utilized by the American Medi- 
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cal Association in its evaluation of train- 
ing programs in hospitals. In 1929 the 
American Medical Association published 
the pamphlet, Essentials of a Registered 
Hospital, which contained the first written 
criteria for registration. The registration 
of a hospital was continued through sur- 
veys or correspondence or both. 

In 1954 the American Medical Asso- 
ciation discontinued its annual census and 
suggested that the Joint Commission on 
Accreditation of Hospitals take over this 
project. The Joint Commission was loath 
to accept this mission, inasmuch as it 
would imply a double standard and the 
public would be confused as to the differ- 
ence between being registered by the 
Joint Commission and accredited by the 
Joint Commission. At this time the Amer- 
ican Hospital Association Board of Trus- 
tees expressed its interest in the registra- 
tion program, and in February 1955, 
when the American Medical Association 
discontinued not only its annual census 
but also the collection of statistical data 
from hospitals, the recommendation was 
made that the American Hospital Associa- 
tion expand its own collection of data in 
this respect and fully develop the listing 
of hospitals in order to take over the proj- 
ect which had formerly been carried by 
the American Medical Association. In 
May of 1955 the requirements for listing 
were adopted. There have been some 
amendments to these requirements since 
that time, but the essential basic philos- 
ophy remains unchanged. 

The object of the program for ac- 
cepting hospitals for listing is to provide 
a census of hospitals in the United States 
and Canada. Any institution which clas- 
sifies as a hospital by meeting the basic 





requirements will be listed, if it so desires; 
in other words application for listing is 
entirely voluntary on the part of the hos 
pital. The program of listing rapidly 
gained momentum, and other organiza- 
tions began to be influenced by the pro- 
gram. For instance, the Joint Commission 
on Accreditation of Hospitals requires 
that a hospital be listed before a survey 
for accreditation purposes can be con- 
sidered. Many prepayment third-party 
plans (both Blue Cross and commercial) 
require listing of a hospital before such an 
institution will be reimbursed fully for 
care provided. Information on hospital 
statistics is received from listed hospitals 
and is used by agencies, foundations, 
health associations, and so on, in setting 
up their own programs in the health field. 
One of the greatest factors adding to the 
stature of the program of listing of hos- 
pitals occurred in December of 1955 
when the Ford Foundation announced its 
grants to hospitals in the amount of two 
hundred million dollars. These grants 
were made to hospitals only if they were 
listed by the American Hospital Associa- 
tion Cin addition, of course, to meeting 
other certain particular requirements as 
required by the Foundation). 

A hospital must be listed before it 
can become an institutional member of 
the American Hospital Association, but 
it need not be a member in order to be 
listed. Recent figures on this reveal that 
out of approximately 6,800 long and 
short-term hospitals listed, some 5,500 are 
members of the American Hospital Asso- 
ciation. 

One main difference between regis- 
tration as carried out by the American 
Medical Association and listing carried 


58 J. ORAL SURG., 


out by the American Hospital Association 
is that a hospital will not be listed until 
it has been surveyed by a member of the 
American Hospital Association staft 
someone delegated by the director of this 
Association. An application for listing will 
not be accepted on correspondence or 
third-party recommendation alone. All 
hospitals which were registered by the 
American Medical Association when that 
organization discontinued its activities in 
this area in 1954 were continued as listed 
by the American Hospital Association, 
under a “grandfather clause,” but all of 
these are being re-evaluated by personal 
survey. [he only exception to this rule are 
those hospitals which are now accredited 
by the Joint Commission, inasmuch as a 
survey of listing here would be superflu- 
ous as these institutions obviously would 
comply with the requirements for listing. 
In order to understand more clearly 
the interpretation of the requirements for 
listing, it would be well to define a hos- 
pital. This is an extremely difficult 
project, simple as it may seem, because 
as soon as a definition is made, a hundred 
people will object to some area in it. One 
definition of a hospital which has been 
suggested is that a hospital is an inpatient 
center with continual physician services, 
continuous nursing services (registered, 
licensed, practical or the equivalent), ade- 
quate nonnursing paraphysician services 
(laboratory, x-ray, and so on) and with or 
without services for outpatients. Of course 
in any definition like this, the word phy- 
sician must include the dental profession. 
Now again, in order to utilize such a defi- 
nition, it must be modified by rules and 
regulations, and the 11 requirements for 
listing are such a modification. For in- 
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stance, in the definition the words “ade- 
quate,” “continual,” and so on, are used; 
these must be more closely and accurately 
delineated. 

Many are familiar with the require- 
ments for listing, particularly with re- 
“Only doc- 
tors of medicine shall practice in hospitals 
listed by the American Hospital Associa- 
tion.” (This requirement is not intended 
to eliminate dental or similar services from 
the hospital. Patients admitted for such 
services, however, must have an admission 
history and clinical examination done by a 
physician of the medical staff of a hospital 
and a physician of the medical staff of a 
hospital shall be responsible for the pa- 
tient’s medical care through his stay.) A 
differentiation must be made between 
physicians and dentists, and other non- 
M.D. specialists. Doctors of medicine and 
dentistry may admit patients and direct 
patient care in their respective fields. 
When a dentist admits a patient, a staff 
physician should be responsible for his- 
tory, physical and over-all medical super- 
vision of the patient, but the dentist 
should have the responsibility for admis- 
sion, treatment, prescribing for and dis- 
charging of the patient within the scope 
of dentistry. 


quirement no. 3 which states 


Psychologists, chiropodists, physicists 
and bacteriologists do not admit patients, 
and their work is prescribed by doctors of 
medicine or dentistry and is supervised by 
them. 

The American Hospital Association 


is strongly in favor of dentists being on the 
staffs Ms general hospitals. It is Reetee that 
this occur rather than that individual 
dental hospitals be constructed and organ- 
ized. This is important in providing for 
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the total care of the patient. The hospital 
has been described as the “supermarket 
of health” with all available resources at 
hand. One would not consider going to 
one store for vegetables, another for meat 
and another for milk; a similar analogy 
may be drawn concerning hospitals. 

The American Hospital Association 
has continual liaison with the American 
Dental Association through its Council 
on Professional Practice and the Council 
on Hospital Dental Service of the Amer- 
ican Dental Association, with frequent in- 
terchange of opinions, ideas and informa- 
tion. This relationship is unofficial inas- 
much as at the present time there seems 
to be no need for a formal liaison since 
the present arrangement is functioning so 
well. The latest example of this coopera- 
tion with the American Dental Associa- 
tion, this one at the Board level, is the 
Joint Council to Improve the Health Care 
of the Aged. This Joint Council is com- 
posed of representatives of the American 
Dental Association, American Medical 
Association, American Nursing Home 
Association and the American Hospital 
Association. 

At the present time, the American 
Hospital Association is planning to write 
and publish a manual for the orientation 
of physicians through hospitals in coop: 
eration with the American Medical Asso 
ciation. It is my intention to request per- 
mission from the American Hospital Asso 
ciation to seek consultation with the 
American Dental Association in this effort 
because of the increasing number of den 
tists on hospital staffs. 

In June 1957, the American Hospital 
Association, in cooperation with the 
American Dental Association, held an In- 





stitute on Hospital Dentistry in Washing 
ton, D.C., which was repeated this year 
in Chicago. The participants in both in 
stitutes felt they were very successful, 
that there was a great need for such an 
educational effort and that they should 
be continued. It is the present plan of the 
American Hospital Association to con- 
tinue this series of institutes with the in 
valuable assistance of the Council on Hos 
pital Dental Service of the American Den 
tal Association. To sum up, the dentist 
and oral surgeon are comparative new 
comers to the hospital field, and I feel per- 
sonally they have made great advances in 
this area in a brief period, considering the 
length of time that hospitals have existed. 
Certainly this progress by the dental pro 
fession has been justified by the caliber 
of care evidenced in dental units in gen- 
eral hospitals. The impatience to achieve 
the greatest degree of participation and re- 
sponsibility in hospitals on the part of 
some dentists, although only natural, may 
be moderated somewhat if one remembers 
that less than 40 years ago the radiologist 
was considered a practitioner of doubtful 
abilities and was, in many instances, not 
even allowed within the medical staff, 
even though he was a physician. 

I can foresee the time in the not-too 
distant future when the dental practi- 
tioner will achieve full administrative 
recognition in the hospital world and will 
be granted privileges commensurate with 
his training, experience and ability in a 
manner identical to that now in effect 
with doctors of medicine. 

I would like to leave one thought 
which causes me some concern. I have 
found of late instances wherein hospital 
appointments to the dental service were 
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restricted to oral surgeons to the exclusion 
of general practitioners. This tendency is 
not common but is definitely in evidence 
(and hospitals must take some of the 
blame). We know of the controversy in 
hospital practice between specialists and 
general practitioners in medicine. In the 
future planning and organizing of hos- 
pital dental services, the difficulties in 
which many now find themselves should 


be considered; most misunderstandings 
can be avoided by judicious actions. An 
evaluation of a dentist's capabilities should 
be made rather than reliance being placed 
on restriction of practice to one or another 
dental specialty. In other words, actions 
should be avoided which might alienate 
oral surgeons from some of their confreres 
whose training perhaps has been less ex- 
tensive. 


@ ProLocuE or Epmocue? 


Man, as time counts in geology and in the history of evolution, is a very recent arrival on this 
planet. For countless millions of years only primitive animals existed. During other countless 
millions, new types gradually evolved—fish, reptile, bird and, at last, mammal species. Man has 
existed for, at most, a million years, and has possessed his present brain capacity for only about half 
that time... 

Men have created beauty; they have had strange visions that seemed like the first glimpse of a 
land of wonder; they have been capable of love, of sympathy for the whole human race, of vast 
hopes for mankind as a whole. These achievements, it is true, have been those of exceptional 
men, and have very frequently met with hostility from the herd. But there is no reason why, 
in the ages to come, the sort of man who is now exceptional should not become usual, and if 
that were to happen, the exceptional man in the new world would rise as far above Shakespeare 
as Shakespeare now rises above the common man. So much evil use has been made of knowledge 
that our imagination does not readily rise to the thought of the good uses that are possible in the 
raising of the level of excellence in the population at large to that which is now only achieved 
by men of genius. . . 

Are we to continue entrusting our affairs to men without sympathy, without knowledge, 
without imagination, and having nothing to recommend them except methodical hatred and skill 
in vituperation? . . . And yet there must, in every country, be many who can rise to a wider point 
of view. It is to men with such capabilities, in whatever country, that the friends of mankind must 
appeal. The future of man is at stake, and if enough men become aware of this his future is 
assured. Those who are to lead the world out of its troubles will need courage, hope and love. 
Whether they will prevail, I do not know; but, beyond all reason, I am unconquerably persuaded 
that they will.—Bertrand Russell, This Is My Philosophy, edited by Whit Burnett, Harper & 
Brothers, 1957. 
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Mucous cysts: report of case 


@ Louis Mandel, D.D.S.; Harold Baurmash, D.D.S., and 
Francis Faggella, D.D.S., Bronx, New York 


A cyst may be defined as a cavity containing 
fluid or semifluid and surrounded by a definite 
wall usually lined by epithelium.! Those cysts 
located in the oral cavity which are associated 
with accessory salivary gland tissue are referred 
to as mucous cysts or mucoceles. They appear 
to have their origin as a result of occlusion of 
the duct or ducts which extend from the in- 
volved salivary glandular tissue into the mouth. 
Consequently, there is a damming up of the 
secretions produced by the gland parenchyma 
with a resultant distention of the affected 
gland. 

Clinical observation indicates that irritation 
to the ductal orifice or its peripheral tissue may 
play a major role in the development of the 
duct obstruction.? The irritation initiates an in- 
flammatory reaction within the duct which may 
be followed by blockage from inflammatory 
products, desquamated epithelium, or the even- 
tual ductal stenosis.* Cahn* suggests the possi- 
bility that hyperkeratinization of the oral mu- 
cous membrane, immediately adjacent to the 
ductal orifice, may also serve to block the se- 
cretory discharge. 

Recent studies by Bhaskar indicate the 
possibility of this lesion developing from a 
ductal perforation and resultant pooling of 
secretion into the adjacent intezxstitial tissue.® 

Clinically, the mucocele appears as a small 
soft oval mass superficially placed in the oral 
submucous tissue. It is slow growing and be- 
nign in character. They frequently are found in 
regions subjected to trauma such as along the 





occlusal line of the inner aspect of the cheek 
(Fig. 1, above left), and the lower lip. On 
occasion, they are located in the palate (Fig. 1, 
above right), tongue (Fig. 1, below left), or 
floor of the mouth (Fig. 1, below right). A 
bluish white discoloration may be evident as 
the cyst approaches the size of a large bean. 
This is a result of tissue cyanosis, vascular con- 
gestion, and the translucent color of the con- 
tained concentrated cystic fluid. 

Mucoceles cause little discomfort other 
than some mechanical interference with masti- 
cation, deglutition and speech. There is neither 
tenderness nor evidence of inflammation asso- 
ciated with the cystic mass and the immediate 
surrounding region. The extremely thin cystic 
wall tends to rupture easily and release a thick 
gelatinous type of mucoid material. Since the 
obstruction is inclined to perpetuate itself, a re- 
currence of the cystic mass is the usual observa- 
tion after healing of the cyst wall and mucous 
membrane. 

Histologically, the cyst wall usually is 
lined by stratified squamous epithelium or a 
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modification thereof. This epithelial lining is 
derived from ductal or acinar epithelium or 
both. A lining of granulation tissue exists when 
irritation, probably from the intracystic pres- 
sure,* exerts itself and destroys the thin epi- 
thelial lining. A moderate round cell infiltration 
is evident in the surrounding fibrous connective 
tissue immediately beyond the cyst lining. In 
addition, sections frequently demonstrate the 
presence of adjacent salivary glands in contact 
with the cyst wall. 

The entire mass is covered by the stratified 
squamous epithelium of the oral mucous mem- 
brane which on occasion may show signs of 


hyperplasia or hypertrophy and edema. When 
present, this epithelial change results from a 
combination of irritation produced by the initial 
incident, tension of the underlying cyst and 
increased susceptibility to trauma resulting from 
the physical distortion and elevation of the over- 
lying mucous membrane. 

Treatment of the mucous cyst is surgical 
with the two accepted approaches being mar- 
supialization or complete enucleation. Marsupi- 
alization, a technic whereby the overlying 
mucous membrane and the superior aspect of 
the cyst wall are surgically removed and the 
periphery of the remaining cyst is sutured to 





Fig. 1—Above left: Mucous cyst involving inner aspect of cheek. Above right: Mucous cyst of palate. Out- 
line indicated by arrows. Below left: Mucous cyst involving gland of Blandin-Nuhn at the anterior inferior 
aspect of tongue. (Courtesy, E. Zegarelli.) Below right: Mucous cyst of floor of mouth resulting from in- 


volvement of incisal glands 
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Fig. 2—Mucous cyst of lip. Left: Preoperative view. Right: Operative view 


surrounding mucous membrane, offers satisfac- 
tory results. Surgically dissecting the cyst in 
toto may be a difficult task because of the thin, 
easily ruptured cystic wall. With the rupture 
and collapse of the cystic wall, total removal 
becomes arduous because of the difficulties en- 
countered in visually delineating the cystic wall 
from the surrounding normal tissues. 

A case report is presented clearly exempli- 
fying the etiologic and histologic aspects of a 
mucous Cyst. 


REPORT OF CASE—A 16 year old boy com- 
plained of a swelling of the right side of the 
lower lip of one month’s duration. Since the 
onset, there had been a slight increase in size 
associated with some discomfort from interfer- 
ence with mastication and speech. Questioning 
elicited the information that the patient had 
developed an occasional lip biting habit over 
the past year. It was interesting to note that the 
region habitually traumatized was the same as 
that involved in the swelling. 





Fig. 3—Left: Mucous cyst of lip. Note intact fibrous wall. A: Accessory salivary gland tissue. B: Oral 
epithelium (lip). C: Cyst cavity. Right: Cystic wall. Note numerous congested blood vessels within fibrous 
tissue. A: Accessory salivary gland tissue. B: Stratified squamous epithelium of oral mucous membrane (lip). 


C: Cyst cavity. D: Salivary ducts 











64 J. ORAL SURG., ANESTH. & HOSP. D. SERV., VOL. 17, MARCH 1959 


CLINICAL OBSERVATIONS—Examination re- 
vealed a discrete swelling involving the inner 
aspect of the right side of the lower lip (Fig. 2, 
left), with the raised mucous membrane having 
a normal pink color. The lesion measured ap- 
proximately 2 cm. in diameter. Palpation indi- 
cated the mass to be painless, soft and fluctuant. 
A preoperative diagnosis of mucous cyst of the 
lip was made. 


OPERATIVE PROCEDURE—Because of the 
large size and the assumed presence of a thin 
wall, marsupialization was deemed to be the 
wisest surgical approach. With the intent to 
circumscribe the clinical swelling and remove 
the superior cap of the cyst, the incision was 
initiated along the anteromedial border of the 
mass. As the restraining influence of the over- 
lying oral mucosa was relieved, the bulk of the 
cyst immediately ballooned forth through the 
line of incision. At this point, because it was 
considered feasible to proceed further via blunt 
dissection, the entire mass was excised in toto 
(Fig. 2, right). The raw surfaces of the wound 
were aligned and coapted with sutures. 


POSTOPERATIVE CouRSE—The postopera- 
tive course was uneventful and the sutures were 
removed on the fourth postoperative day. The 
patient was dismissed from observation two 
weeks later with complete clinical healing of 
the surface tissue of the lip. 


PATHOLOGISTS REPORT—The pathologist's 
gross report was as follows: 

“The specimen consists of a cystic struc- 
ture measuring 1.5 by 1.5 by 1 cm., covered 
on its external surface with smooth mucous 
membrane. On cut section, the cyst is thin 
walled and contains a gelatinous homogeneous 
material.” The report after microscopic exami- 
nation was as follows: 


@ ELvemMentAL RESEARCH 


“Sections show a cystic structure the lin- 
ing of which is composed of a degenerating ep- 
ithelium. Adjacent to the cyst wall, there are 
numerous collections of mucous secreting 
glands and a moderate infiltration of lym- 
phocytes and plasma cells. There is no evidence 
of cell atypism and the cyst has been excised 
completely. The surface mucosa is composed 
of stratified squamous epithelium without any 
significant change.” 

The diagnosis was mucous cyst of the lip 


(Fig. 3). 


piscuss1oN—The history and clinical as- 
pects observed in this case are characteristic of 
mucous cysts. It is interesting to note that there 
was a history of habitual lip irritation. This un- 
doubtedly was the significant initiating etiologic 
factor. Duct occlusion or perforation and cystic 
distention resulted from the consequent inflam- 
matory changes. 

The surgical enucleation of the uncol- 
lapsed cyst is not successful unless the con- 
tributing gland is excised in addition to the 
cyst. The thin cystic wall may rupture during 
removal. This hazard is compounded with pro- 
portionate increases in the dimensions of the 
cyst. Provided it is practicable, however, com- 
plete surgical removal rather than marsupializa- 
tion, is of some advantage. Eradication of the 
pathologic condition and the shorter postopera- 
tive course result from this procedure. 

The pathologist’s report indicated the pres- 
ence of a degenerating epithelial cyst lining 
(Fig. 3). It must be assumed that a progressive 
increase in the cyst size is caused by an equiva- 
lent increase in cystic contents and intracystic 
pressure. The physical irritation, exerted on the 
lining cells by this increased intracystic pres- 
sure, leads to epithelial destruction and replace- 
ment by granulation tissue——800 Grand Con- 
course. 


. . the most spectacular advances in the treatment of disease are not just happy accidents but 
are based on a broad foundation of elemental research.—Esmond R. Long. 














Neurilemmoma of the tongue: report of case 


@ Walter W. Crowe, D.D.S., Honolulu, Hawaii 


Neurilemmoma of the tongue is a relatively 
rare tumor. Stout,! in 1935, reviewed the 
literature and found reports on ten cases of 
neurilemmoma of the tongue and sublingual 
tissues. Robertson,? in 1952, in a review of the 
literature, reported 13 cases of neurilemmoma 
of the tongue. He reported one case of his own, 
bringing the total to 14 reported cases. 

This tumor was first described by Vero- 
cay® in 1908, and has been known by such 
names as neurinoma, neuroma, peripheral glio- 
ma, and schwannoma. The term “neurilem- 
moma,” as proposed by Stout! in 1935, is the 
term now generally accepted by those familiar 
with the genesis and pathology of these tumors. 

A neurilemmoma may arise in any part 
of the body where nerve sheaths exist; how- 
ever, a large percentage of these tumors occur 
in the head, and of these, most are found in 
the neck.* The relatively large number of pe- 
ripheral nerve trunks grouped in this region 
has been given as the reason for this unusual 
occurrence. 

Age does not appear to be of any signifi- 
cance, and instances of neurilemmoma have 
been reported in patients from the first year of 
life to 77 years of age.® This tumor is usually 
slow-growing and except for the palpable or 
visible mass, it usually is asymptomatic. The 
size of the tumor is variable. Occurrence of a 
neurilemmoma in the neck may in time result 
in localized pressure, giving rise to dysphagia, 
dysphonia, and respiratory embarrassment. 

There has been considerable confusion 
regarding neurilemmoma, neurofibroma, and 
other tumors originating from nerves and nerve 
sheaths. Stout? has classified neurilemmoma 
under “neuroectodermal neoplasms-supportive 
tissue type-benign.” He is quoted as follows: 
“This is the characteristic solitary, benign, en- 
capsulated tumor occurring in the peripheral, 
cranial and sympathetic nerves; and arising 





from the sheath of Schwann. . . . While usually 
solitary and spontaneous, neurilemmomas may 
be multiple, and can be found in von Reckling- 
hausen’s disease. They may arise at any age, 
in either sex, and probably in all races from any 
nerve or nerve root that has a schwannian 
sheath. . . . These tumors are benign and al- 
ways encapeulated. They rarely recur after re- 
moval even if the capsule is left behind. It is 
questionable whether or not a malignant tumor 
ever develops from them. 

“Histologically the picture is character- 
istic. Inside the sheath the tumor is composed 
of two parts intermingled but quite sharply 
defined one from the other. The nuclei often 
show a tendency to be aligned in rows with 
intervening spaces without a nuclei. This is 
often called palisading of nuclei. In the neu- 
rilemmoma this arrangement of cells, nuclei and 
fibers often assumes an organoid appearance 
suggesting an exaggerated tactile corpuscle 
sometimes called a Verocay body. . . .” 

Antoni (as quoted by Stout!) described 
two microscopic types of tissue found in neu- 
rilemmoma. He called these “type A” and “type 
B.” He observed that this tumor may be com- 
posed of either of the two types, or of a com- 
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Fig. 1—Preoperative view of tongue at time of 
patient’s admission to hospital 


bination of both, but that their junction was 
usually abrupt and well defined. These two 
types of tissue arrangement in a neurilemmoma 
have been termed Antoni type A and Antoni 


type B respectively. 


TREATMENT— The treatment of choice is 
complete surgical removal of the tumor. Neu- 
rilemmomas are highly radioresistant, and _ir- 
radiation therapy whether by radium or roent- 
gen rays is never indicated. 


REPORT OF CASE—On January 10, 1957, 
an 18 year old white seaman was referred to 
the oral surgery service, U. S. Naval Hospital, 
Portsmouth, Va., for evaluation and treatment 
of a tumor involving the tongue. He was pre- 
sented before the tumor board of the hospital, 
where the recommendation was made that he 
be hospitalized for definitive treatment. 


HISTORY OF PRESENT ILLNESS—The pa- 
tient stated that the lump on his tongue had 
been present since he was four years of age. 
He had never experienced any pain, tenderness, 
or discomfort associated with it. Recently he 





had noticed that the mass was slowly enlarging. 
He had also experienced some difficulty with 
the movements of his tongue during speech. 
The patient’s past history was essentially ir- 
relevant, except for the usual childhood dis- 
eases. 


PHYSICAL EXAMINATION—Examination re- 
vealed a well-developed, well-nourished, 18 
year old white boy, who appeared to be in 
excellent physical condition. Oral exam- 
ination revealed a tumor, 3 cm. in diameter, 
involving the anterior one third of the tongue 
(Fig. 1). Clinically, the tumor was firm, non- 
tender and circumscribed, but was not freely 
movable. The mucous membrane of the mouth, 
tongue and pharynx was normal. It was noted 
that the patient experienced some difficulty in 
phonation. The remainder of the physical ex- 
amination was essentially within normal limits, 
and there was no evidence of cervical lymph 
adenopathy. 

Examination of the teeth revealed that the 
right maxillary central incisor was missing, and 
the space had been partially closed by the 
mesial drifting of the right lateral incisor. The 
three remaining maxillary incisors were carious, 
and in poor condition. 


ROENTGENOGRAPHIC EXAMINATION—Intra 
oral roentgenographic examination confirmed 
the previous clinical evaluation of the remain 
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Fig. 2—Tumor after surgical removal 

















CROWE: NEURILEMMOMA OF THE TONGUE 








Fig. 3—Left: High power photomicrograph of neurilemmoma of tongue. Area of Antoni type A tissue 
with Verocay bodies. Right: Area of Antoni type B tissue 


ing maxillary incisors. It was recommended that 
they be removed, with replacement by a max- 
illary partial denture. A thorough roentgeno- 
graphic examination of the facial bones and 
skull revealed no abnormalities. Studies of the 
chest, heart, and lung fields were reported as 
normal as were the laboratory studies. 

On January 16, antibiotic therapy was 
instituted with procaine penicillin 300,000 
units, and streptomycin 0.5 Gm. to be admin- 
istered twice daily for six days. 


SURGICAL PROCEDURE—On January 17, 
the patient was given adequate preoperative 
sedation and taken to the operative suite where 
he was prepared for surgery in the usual man- 
ner. Conduction anesthesia of the lingual and 
inferior alveolar nerves was obtained using 2 
per cent lidocaine hydrochloride with 1:50,000 
epinephrine. The area circumscribing the tumor 
was also infiltrated for hemostasis. 

A black silk suture was passed through 
the tongue, posterior to the tumor, and in the 
median line for use in traction during the 
operative procedure. A semilunar incision was 
made at the anterior inferior surface of the 
tongue, with the base of the incision extending 
toward the floor of the mouth. 

The thin flap of soft tissue overlying the 
tumor was dissected free, until the tumor was 
exposed. The entire mass appeared to be well 


encapsulated. The lateral, inferior, and poste- 
rior surfaces of the capsule and tumor were 


delivered intact (Fig. 2). 


POSTOPERATIVE COURSE— | here was mod- 
erate postsurgical swelling of the tongue, which 
subsided after the fourth postoperative day. 
Otherwise the patient's recovery was unevent- 
ful, and the tongue healed normally. 





Fig. 4—Postoperative view of tongue at completion 
of treatment. Note symmetrical appearance of 
tongue with improved esthetic appearance of max- 
illary incisors 
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PATHOLOGY REPORT—The pathologist’s re- 
port was as follows: “Gross examination—The 
specimen consists of an encapsulated, irregu- 
larly oval mass of firm, grey white tissue, meas- 
uring 2.7 by 2.2 by 2.0 cm. (Fig. 2). The cut 
surface presents a homogeneous, firm, slightly 
whorled appearance. 

“Microscopic examination—The histologic 
picture is characteristic of neurilemmoma, with 
areas of both Antoni type A and Antoni type B 
tissue. In the former areas there is typical 
palisading of Schwann cell nuclei, with forma- 
tion of Verocay bodies (Fig. 3, left). In the 
type B areas the Schwann cells are loosely 
arranged in haphazard fashion, with numerous 
reticulum fibers and microcysts (Fig. 3, right). 
Diagnosis: Neurilemmoma of tongue.” 


TREATMENT—On January 31, the three 
remaining maxillary incisors were removed 


under local anesthesia. A maxillary partial den- 
ture replacing the incisors was completed and 
inserted on February 8. Oral examination re- 
vealed the tongue to be well-healed, and nor- 
mal in size and contour, with excellent mobility 
and function. The patient was articulate in his 
speech, and the esthetic appearance of the oral 
cavity was considerably improved (Fig. 4). 


@ Summary 


1. Neurilemmomas are characteristic mi- 
croscopically and present a rather typical clini- 
cal picture. 

2. They are benign encapsulated tumors 
of neurogenous origin and are not invasive in 
character. 

3. They are radioresistant, and irradiation 
therapy is never indicated in their treatment. 

4. Treatment of a neurilemmoma is total 
surgical removal. 


Ossifying fibroma of the mandible: 


report of case 


@ William R. Staples, D.M.D., U. S. Navy 


Ossifying fibroma has been described by some 
investigators as a true neoplasm of bone;! 
others consider its characteristics consistent 
with those in fibrous dysplasia of bone.?* 
However, most investigators agree that in the 
early stages of development, when the medul- 
lary bone is being replaced by fibrous tissue 
and there are newly formed trabeculae of bone, 
the term fibro-osteoma is normally regarded as 
the more accurate designation for this benign, 
slow-growing, noninvasive tumor.1:*: 4 

Its usual slow rate of growth and expan- 
sion permits a very favorable prognosis unless 
expansion has involved adjacent vital struc- 
tures, as in the following case. 


REPORT OF CASE—The patient, a seven 
year old Korean boy, was first seen by the 
author in December 1953 when he was 
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Fig. 1—Preoperative views of patient, December 1953. Left: Note cicatrix at outer aspect of superior pole 


of mass. Center: Right side of patient. Right: Mass and left side of face. Note enlargement and distortion 
of anterior facial vein 


brought by his father to a medical company 
attached to the First Marine Division in Korea. 


uIstorY—The family history was negative 
for previous existence of a similar tumor. 

When the patient was four years old, a 
small localized swelling had appeared in the 
left infraorbital region. .This swelling had in- 
creased in size until it occupied the entire left 
maxillary region. The father stated that the 
swelling had “opened up” and drained. Later 
it had closed of its own accord. The swelling 
had subsided entirely, leaving only the small 
stellate cicatrix which is still evident in Figure 
1, left. 

At the time of the onset of the previously 
noted incident, the history regarding the left 
side of the mandible was entirely negative. 
The father did not remember any swelling or 
changes in jaw contour. However, the first 
changes in the mandible must have occurred 
soon after this incident, as the father remem- 
bered that they were closely related in time. 
The exact dates regarding either of these 
changes, however, were unobtainable. 

As the left side of the face had increased 
in size the child had been withdrawn more and 
more from usual social contacts. Since there 
had been little or no pain associated with the 
swelling, the parent had not found it necessary 
to take the child out of seclusion for treatment. 





Thus the chief complaint and primary 
reason for his appearance in December 1953 
was not even then directly the result of pain, 
but rather the result of increased difficulties in 
talking, mastication and deglutition. 


EXAMINATION — Examination revealed a 
huge, firm tumor involving the left side of the 
mandible. The swelling extended into the 
maxillary region (Fig. 1). 

Skull roentgenograms (Fig. 2) portrayed 
extensive expansion and demineralization of 
the left side of the mandible. A thin cortex 
was still visible. 


PROCEDURE—An intraoral biopsy of the 
mass was performed as follows: A curved in- 
cision was made over the area of greatest curva- 
ture and expanse of the mass between the 
symphysis and bicuspid region. The muco- 
periosteum was reflected easily, and a shiny, 
white, intact cortex was revealed. A 1.5 cm. 
hole was made through the marblelike, dense 
cortical plate, exposing a grayish-white tissue 
of even consistency which bled easily and pro- 
fusely on manipulation. Four sizable sections of 
tissue were removed for microscopic study. 


PATHOLOGICAL REPORT—The report on 
the gross examination was as follows: “The 
specimen consists of multiple pieces of tissue 











70 J. ORAL SURG., ANESTH. & HOSP. D. SERV., VOL. 17, MARCH 1959 


of varying sizes containing bone spicules. All 
these specimens are submitted for decalcifica- 
tion.” 

The report on the microscopic examina- 
tion stated: “Sections through several pieces 
of tissue demonstrate rather well-formed and 
well-calcified bone trabeculae lined by osteo- 
blasts. A few bone marrow spaces are fibrotic. 
Throughout some of the segments of bone 
there is a neoplasm composed of numerous 
regular fibroblasts forming at times whorl-like 
structures. In some areas there are partially 
resorbed bone trabeculae, and in others, new 
bone formation. The tumor is well vascularized 
containing throughout numerous blood chan- 
nels. There is no evidence of malignancy” 
(Fig. 3). 

The diagnosis was ossifying fibroma of 
the jaw (Costeofibroma). 


ROENTGENOGRAPHIC EXAMINATION—The 
completed roentgenographic survey showed: 





1. “Cardiac shadow and pulmonary fields 
appear normal.” 


2. “There are no bony changes in the 
long bones.” 

3. “Skull views indicate the presence of 
a large spherical mass of the left side of the 
mandible having a continuous cortical layer. 
The central portion appears to be nearly homo- 
geneous in its radiolucency with the exception 
of multiple rarefied areas appearing through- 
out the mass. There also are multiple normal- 
appearing teeth scattered throughout the body 
of the mass. 


“The lateral projections demonstrate that 
the entire left body and ascending ramus is 
completely obliterated without evidence of any 
remaining normal bone. The temporomandib- 
ular joint and the glenoid fossa appear flattened 
with the external canal flattened on its anterior 
surface. The mass extends superiorly to the 
left orbital floor with the left antrum obliterated. 





Fig. 2—Preoperative views. Left: Posteroanterior view of mandible. Note areas of increased radiolucency 
and thinning of cortical plate. Right: Lateral view showing displacement of permanent teeth of both 


mandible and maxilla (February 1954) 
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Fig. 3—Above: Biopsy section. Note formation of numerous regular fibroblasts forming 
whorl-like structures. Below left: Gross specimen, immediately after removal. Note out- 


line of condylar head and extension A 


tumor mass. Right: Note sections including 


cortical bone showing evidence of compression necrosis and reactive hyperplasia 


Osseous consistency of the remainder of the 
skull is normal. 

“The changes seen are most consistent 
with ossifying fibroma.” 

After the receipt of these reports, the pa- 
tient was presented before the medical com- 
pany tumor board. The board recommended 
tracheostomy and hemisection of the mandible 
as the procedures of choice. Because of the 
difficulties of postoperative care in a field hos- 





pital, it was recommended that the patient be 
transferred to a hospital ship in the area. 

The patient was admitted to the surgical 
service of a hospital ship in Korean waters on 
February 16, 1954. The routine physical and 
laboratory tests were performed. The results of 
these were all within normal limits, and the 
patient was considered a good surgical risk. 

On February 17 a gastrostomy was per- 
formed, and a feeding tube was passed through 
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the abdominal wall into the fundus of the 
stomach. The patient withstood this procedure 
without distress. 

The patient's general condition was con- 
sidered sufhciently satisfactory on February 18 
to permit further surgical intervention, and he 
was scheduled for surgery on the following 
morning. 


SURGICAL PROCEDURE — General anes- 
thesia was induced with ether administered 
by the open-drop method. A classical midline 
infrathyroid tracheostomy was performed. An- 
esthesia throughout the procedure was ad- 
ministered via a closed system through the 
tracheostomy tube. 

The tumor was delivered from the opera- 
tive site after the mandible had been sectioned 
at the symphysis and dissection carried into the 
deeper planes and the glenoid fossa. 

On removal of the tumor from the field, 
cardiac arrest ensued. In spite of cardiac mas- 
sage by the surgical team, the heart could not 
be started again after 30 minutes, and the pa- 
tient was pronounced dead at 2:00 o'clock. 
Permission for autopsy was not granted by the 
father. 


PATHOLOGICAL REPORT—The results of 
the gross examination were as follows: “The 
specimen consists of a fresh mass of tissue 
which measures 11 by 8.5 cm. (Fig. 3, left). 
The exterior is composed of a thin sheil of corti- 


@ THe Virtues oF Goop SPEECH 


cal bone. The cut surface of the section (hemi- 
sectioned with a saw) reveals that this bony 
tissue measures between 1 and 4 mm. in thick- 
ness.” 

The report of the microscopic examina- 
tion stated: “Some sections show a loose con- 
nective tissue meshwork composed of fibro- 
blasts in which there is an admixture of cal- 
careous deposits, blood vessels and occasional 
giant cells. Other sections show more dense 
connective tissue in which there is considerable 
collagen. Certain areas have a whorled and 
palisaded appearance; other areas show prolif- 
erating cartilage. 

“In some areas there is cystic degeneration. 
Sections which include the cortical bone of 
the mandible show considerable evidence of 
compression necrosis as well as reactive hyper- 
plasia” (Fig. 3, right). 

The diagnosis was “ossifying fibroma 
(intramedullary origin).” 


sumMMARY—A case of a mandibular tumor 
in a seven year old Korean child is reported. 
In this instance there was considerable expan- 
sion, as well as impingement on and involve- 
ment of, vital structures. The clinical history 
and gross and histologic findings are consistent 
with those in ossifying fibroma. Cardiac arrest 
occurred immediately after the removal of the 
extensive tumor. Since permission for autopsy 
was not granted, the exact cause of death re- 
mains undetermined. 


Good speech is a convention agreed upon and established by the members of a community. It 
marks a balance between discipline and freedom, between the discipline imposed by the inherited 
structure and the freedom sought by the writer or speaker in his earnest desire to express himself 
fully and well. The more creative the artist may be, the more intense is that struggle with his 
medium from which alone the noblest art is born. The eternal qualities of good speech and writing 
are lucidity, euphony and sincerity. Seldom are these qualities acquired as a kind of second nature. 
For the most part they are achieved only by intense intellectual discipline. Only by long practice 
can a man express himself clearly, attractively and sincerely—Simeon Potter, Modern Linguistics. 

















Reticulum cell sarcoma of the mandible: 


report of case 


@ Jerome C. Stoopack, D.D.S., Brooklyn, N.Y. 


Reticulum cell sarcoma is associated with the 
reticuloendothelial system and tends to be 
multiple. It is a rapidly growing, infiltrative le- 
sion and the lymph nodes usually are involved 
early. 

The case reported herein followed the 
typical course of a malignant sarcoma, except 
that it was a solitary lesion of the mandible 
and there was no evident early lymphadenop- 
athy. The original microscopic and roentgeno- 
graphic examinations led to an incorrect diag- 
nosis of a benign central lesion of the mandible. 
The dental periapical roentgenograms, how- 
ever, belied these findings and repeat biopsy 
established the correct diagnosis. The impor- 
tance of correlating all diagnostic aids, includ- 
ing the sometimes overlooked dental roentgeno- 
graphic examination, in the evaluation of path- 
ological lesions involving the maxilla or man- 
dible cannot be overemphasized. 


PRESENT ILLNESS—A 19 year old white 
boy came with the complaint of swelling of the 
anterior portion of the mandible. 

He had first reported to sick call aboard 
his ship with the afore-mentioned complaint 
and as the ship did not have a dental officer, he 
was sent to the nearest Navy dental facility for 
consultation. Roentgenographic and_ clinical 
studies were carried out and a tentative diag- 
nosis of neoplasm of the mandible was made. 
Transfer to this activity was recommended and 
he was admitted on May 27, 1953, with an ad- 
mission diagnosis of neoplasm of the mandible. 

Six months previously he had noted a 
small, nontender swelling just inferior to the 
gingival margin of the lower central incisors. 
Since that time swelling had increased pro- 
gressively in size. He also noted progressive 
loosening of the lower central incisors, espe- 





cially during the last month. There was no his- 
tory of traumatic injury to the mandible. 


PAST HISTORY—He had been a pipe fitter 
for one year and had worked with a consider- 
able amount of lead and steel. Otherwise the 
past history was negative. 


GENERAL PHYSICAL FINDINGS—The_pa- 
tient was a well developed, well nourished 
white boy in no apparent distress. Examination 
of his head and neck revealed only a slightly 
noticeable swelling in the chin area. There 
were no palpable submandibular or cervical 
lymph nodes and the neck was supple. There 
was some periodic discomfort and tenderness 
over the sternum and also in the knee joints. 
His reflexes were physiologically normal, and 
he was cooperative and well oriented. 

His blood pressure, temperature, pulse 
and respiration were all within normal limits. 
There was no history of polydypsia or polyurea. 


LOCAL PHYSICAL FINDINGS—There was a 
firm, fixed, nontender swelling inferior to the 
gingival margin of the lower incisors, about 
2.5 cms. by 1 cm. in size (Fig. 1). 

The lower anterior teeth were very loose; 
however, they were not displaced. The lower 
right bicuspids and first molar were slightly 
mobile. The rest of the teeth were firm in their 


sockets. There was moderate caries and some 


gingivitis present, apparently due to calculus; 
however, the gingiva was of good color, texture 
and firmness, except for the previously noted 
swelling in the lower anterior region. There 
were seven teeth missing. The mucous mem- 


Captain, Dental Corps, United States Navy. Head, oral 
surgery department, U.S. Navy Dental Clinic, Naval Base. : 
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Fig. 1—Preoperative view showing swelling in- 
ferior to gingival margin of lower incisors 


branes of the mouth were normal in appear- 
ance with no other lesions noted. 

Vitality tests revealed that the lower in- 
cisors, lower right cuspid, second bicuspid, 
first molar and upper right central incisor were 
nonvital. 


ROENTGENOGRAPHIC FINDINGS—Periapical 
and occlusal films revealed a large radiolucent 
area extending from the lower left cuspid to 
the lower right first molar (Fig. 2). The area 
was diffuse with no apparent cortical lining. 
The teeth were not displaced and the lamina 
dura of all of the involved teeth had been com- 
pletely destroyed. There was one island of al- 
most normal appearing bone in the area of the 
right bicuspid. There was no cross trabecula- 
tion or compartmentation. A small question- 
able area of bone around the apex of the lower 
left second bicuspid and a cystlike radiolucent 
area around the apex of the upper right central 
incisor was also noted. Extraoral roentgeno- 
graphic examination was reported as follows: 

“Roentgen-ray examination of the man- 
dible reveals a lesion extending from the lower 
right first molar anteriorly. The lesion appears 
benign. The complete skeletal bone survey 
shows no evidence of systemic osseous disease. 
Views of the chest are negative. Roentgeno- 
graphic examination of the paranasal sinuses 
show some thickening of the mucosa of the 
left antrum.” 


Although the report of the extraoral ex- 
amination tentatively indicated the lesion was 
benign, the more clearly defined periapical films 
did not support this diagnosis. From the roent- 
genographic appearance of the periapical views 
and the clinical appearance of the lesion, an 
impression was established of either; (1) oral 
manifestation of systemic disease such as eosino- 
philic granuloma or the mandibular lesion of 
parathyroid disease; (2) a form of fibrous dys- 
plasia; or (3) a malignancy. 


LABORATORY FINDINGS—Blood and _ urine 
studies were all within normal limits. 


COURSE AND TREATMENT—Blood studies 
were repeated and the same results were re- 
ported. On this basis, parathyroid disease and 
blood dyscrasia were ruled out. 

The patient was watched carefully during 
three successive nights for bruxism as a pos- 
sible traumatic etiologic factor, but none could 
be demonstrated. 

Biopsy was done on June 5. Under lido- 
caine block anesthesia, the nonvital, loose 
lower incisors were extracted. Some adherent 
fibrous tissue came with the teeth. Tissue was 
excised from two regions of the lesion and 
sent with the teeth for microscopic study and 
diagnosis. Some of the normal appearing gin- 
gival margin was also excised and sent for 
study. 

The microscopic report of the biopsy was 
as follows: 

“Gross: Specimen consists of four incisor 
teeth, attached firm whitish tissue and two 
fragments of firm white tissue each measur- 
ing 0.8 by 0.5 by 0.5 cm. 

“Microscopic diagnosis: Chronic granula- 
tion tissue probably as a result of osteomyelitis.” 

The microscopic report on the gingival 
tissue was as follows: 

“Gross: Specimen consists of a fragment 
of gingiva measuring 0.5 cm. by 0.5 cm. by 
0.1 cm. 

“Microscopic diagnosis: Chronic gingivitis. 

“Comment: There are dense focal infil- 
trations of lymphocytes and plasma cells be- 
neath the epithelium. No tumor cells are 


noted.” 











STOOPACK: RETICULUM CELL SARCOMA OF THE MANDIBLE 75 


Here again, it was felt that the biopsy 
report was not consistent with the periapical 
roentgenographic appearance of the lesion. 
Therefore, after consultation with the radiolo- 
gist and pathologist, complete, conservative 
enucleation of the lesion was done, for further 
microscopic study. 

On June 12, the central bone lesion of the 
mandible was enucleated surgically. 

An oblique incision distal to the lower 
first molar tooth was carried forward from the 
mucobuccal fold to the distal aspect of the 
lower first molar, around the necks of the re- 
maining teeth, across the ridge in the anterior 
region and around the necks of the left cuspid. 
This was connected with a vertical incision 
from the distal aspect of the cuspid to the 
mucobuccal fold. The mucoperiosteum was 
elevated disclosing a pinkish gray glistening 
growth. The labial cortical plate had been 
destroyed completely from the left cuspid to 
the right first bicuspid and from the labial 
crest to about 6 mm. from the lower border of 
the mandible. There was normal appearing 
cortical bone from the mesial aspect of the first 
bicuspid to the vertical halfway mark of the 
second bicuspid; however, from this point to 
the distal aspect of the first molar the cortical 


bone was paper-thin and very soft. The osseous 
ridge distal to the first molar was normal in 
appearance. The remaining teeth on the right 
side were very loose, being held in place 
mostly by the lingual plate which was intact, 
the tumor which was firm, and the labial and 
buccal gingiva. The teeth, therefore, were 
sacrificed. The first molar and first bicuspid, 
to which a great deal of diseased tissue ad- 
hered, were included in the specimen. The 
growth was removed in three large pieces and 
several small ones. Although a definite capsule 
could not be demonstrated, it did not seem 
invasive, and bleeding during removal was 
minimal. The apparently normal-appearing 
bone in the region of the right bicuspid was 
undermined. It was therefore removed and in- 
cluded in the specimen. 

It was noted that the anterior inferior 
vessels and nerve had been destroyed and that 
the labial periosteum in the region of the in- 
cisors was greatly thickened. The surgical ap- 
pearance of the tumor was not consistent with 
the original biopsy report. It had a solid fish- 
meat consistency and appearance. 


rEsuLTS—The patient spent a very com- 
fortable night and recovery was uneventful 





Fig. 2—Preoperative roentgenograms revealing large radiolucent area extending from lower left cuspid to 


lower right first molar 
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Fig. 3—Enucleated second specimen. Histologically, tumor was diagnosed as malignant and most closely 
resembled a reticulum cell sarcoma 


except for slight edema on the right side 
which regressed by the fourth day. 

The microscopic report on the enucleated 
second specimen was as follows: 

“Gross: Specimen consists of bicuspid 
and molar teeth, six fragments of firm tannish 
white tissue and portions of bone. 

“Microscopic diagnosis: Malignant sar- 
coma of the mandible. 

“Comment: The tumor is composed of 
closely packed cells having uniformly oval nu- 
clei, slightly larger than a lymphocyte and with 
scant cytoplasm. The cells are closely packed 
together in sheets and divided into lobules by 
delicate connective tissue septae. Mitoses are 
relatively common. There is a strong sugges- 
tion of endothelial channel formation within 
the tumor. There is chronic and subacute in- 
flammation with fibrosis, bone destruction and 
the formation of dense granulation tissue about 
the tumor. Histologically the tumor is malig- 
nant and most closely resembles a reticulum 
cell sarcoma of bone or a Ewing sarcoma” (Fig. 
3). 

A review of the original slides disclosed 
the presence of the same tumor cells, and the 
original diagnosis was revised to malignant sar- 
coma. 

It was decided to extract the upper right 
central incisor immediately and enucleate the 
rarified region that had been noted at the 


apex for study. It was also decided that all 
other questionable teeth in the maxilla be ex- 
tracted prophylactically in case extensive radia- 
tion therapy or a combination of radical surgery 
and radiation therapy had to be utilized in 
the treatment. 

Therefore, on June 17, under regional 
lidocaine anesthesia, the involved upper right 
central incisor, the upper right second molar 
which was deeply carious, the upper left cen- 
tral incisor and the upper left lateral incisors 
were extracted. A 1.5 cm. semilunar incision 
was made over the labial gingival margin of 
the right central incisor. The mucoperiosteum 
was elevated and the lesion disclosed. The 
labial cortical plate was very thin and easily 
removed. The involved tissue was enucleated 
and was sent to the pathology laboratory for 
study along with some of the overlying bone 
and periosteum. 

The pathology report was as follows: 

“Gross: Specimen consists of three frag- 
ments of pinkish white cyst wall each meas- 
uring 0.7 by 0.5 by 0.2 cm. 

“Microscopic diagnosis: Radicular cyst, 
maxilla. 

“Comment: The cyst wall is composed of 
granulation and fibrous tissue with focal dense 
lymphocytic and plasma cell infiltration. There 
is no evidence of malignancy in 27 serial sec- 
tions studied.” 
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Fig. 4—Views taken in January 1954 showing gingival tissue and underlying bone well healed 


As this facility was an evacuation hospital 
and lacked necessary equipment for radiation 
therapy, it was decided in tumor conference 
that the best interests of the patient would be 
served if he were immediately evacuated by air 
to the tumor center in the continental United 
States at St. Albans, L.I., N.Y., for further 
definitive treatment. All information, slides 
and roentgenograms accompanied the patient. 


REPORT FROM TUMOR CENTER—Admis- 
sion examination disclosed a good healing of 
previous surgical site of the mandible. Roent- 
genographic examination showed additional 
masses of irregular bony destruction in the 
left first bicuspid region of the mandible. 

The patient was presented before the 
tumor board on August 12 and the following 
recommendations were made: 

1. Extraction of remaining mandibular 
teeth before institution of radiation therapy. 

2. Radiation therapy to mandible. 

Treatment was carried out as recom- 
mended. Therapy consisted of 26 treatments 
to the right side of the mandible, daily dose 
of 250 and 200 r through 5 by 12 cm. port 
over 36 days, total dosage 4,771 r, and 26 
treatments using the same factors with a total 
dosage 4,771 r over the same period. 

During January 1954, when the gingival 
tissue and underlying bone were well healed 





(Fig. 4), dental prostheses were constructed 
for cosmetic purposes only and were inserted 
on February 8. The patient was then trans- 
ferred home on the temporary retired list and 
periodic reevaluation was recommended. 

He was checked every six months and 
examination disclosed normal but slow healing 
with no further evidence of recurrent disease 
as of May 1958. 


suMMARY—There are many diagnostic 
points which contradicted the original roent- 
genographic and microscopic reports of benign 
lesion. 

1. Medical and dental factors that were 
revealed in the history and physical examina- 
tion as follows: No discomfort or tenderness 
associated with swelling which was fixed to 
the underlying tissue; no history of traumatic 
injury of the mandible; tenderness over the 
sternum; mobility of the lower teeth with no 
displacement; nonvitality of the teeth in ques- 
tion; normal blood pressure, temperature, 
respiration and pulse, and the blood studies 
and urinalysis that were within normal limits. 

2. Roentgenographic factors that were 
demonstrated on the dental periapical films 
were as follows: Diffuse radiolucent area with 
no apparent cortical lining; no displacement 
of teeth (teeth are usually displaced by benign 
encapsulated well-defined growths or cysts be- 
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cause they grow by expansion rather than by 
infiltration); destruction of lamina dura (this 
also does not usually occur in benign lesions); 
area of normal appearing bone in the bicuspid 
area, between two areas of extreme bone de- 
struction; absence of trabeculation or compart- 
mentation as usually occurs in follicular cysts, 
ameloblastoma and other growths of this 
nature. 

3. Surgical factors that were disclosed 
during operation were as follows: Gross appear- 
ance of lesion—glistening, grayish-pink in color, 
firm and fibrous in consistency likened to fish- 
meat; lack of hemorrhage during enucleation; 
absence of encapsulation as found in benign 
lesions and cysts; destruction of the inferior 
alveolar vessels and nerve anterior to the mental 
foramen; complete destruction of the labial and 
buccal cortical plate rather than expansion; ad- 
herence of tumor tissue to the roots of the 
involved teeth. 

Evaluation of the afore-mentioned factors 
tended to rule out the existence of an inflam- 
matory process, or the oral manifestations of a 
systemic disease such as eosinophilic granuloma 
or parathyroid disease, and established a tenta- 


tive clinical and roentgenographic diagnosis of 
malignancy. This was subsequently proved by 
repeat biopsy and microscopic studies. 


CONCLusIONsS—A reticulum cell sarcoma 
of the mandible was diagnosed in a 19 year old 
boy. 

Although microscopic diagnosis is the final 
word, complete evaluation of all diagnostic pro- 
cedures is of utmost importance in the early 
detection and treatment of oral malignancies. 

The use of the dental periapical roent- 
genogram cannot be underestimated. A periapi- 
cal series should always be taken and read in 
conjunction with extraoral views in the diag- 
nosis of suspected central bone lesions of the 
maxilla or mandible. 

The maxilla or mandible must be pre- 
pared for the possible use of radiotherapy in 
the treatment of malignancies that are radio- 
sensitive. All teeth in ‘the unit to be treated 
must be extracted, all questionable teeth in oral 
cavity extracted, all carious restorable teeth re- 
stored, and complete prophylaxis and necessary 
periodontal and gingival treatments performed 
in this preparation. 





@ ScIENCE AND THE LANGUAGE BARRIER 


For many purposes, English is a flexible and beautiful thing; I have been drunk on it many times, 
when it was used by someone who knew how to use it. But if English—or French or Chinese—had 
been suitable for science, we would not have been forced to invent a number of better languages 
for scientific purposes. For this job, English is hopelessly inadequate. Some of the scientific 
languages, such as that of organic chemistry, have more than twice as many terms as English (are 
twice as “rich”) and are structurally superior in a quite dramatic fashion. 

To ask a man to translate from one or several rich, relatively new, and precise scientific 
languages into a single poverty-stricken language of inadequate structure—with the built-in faulty 
science and outmoded thinking of previous centuries showing at every seam—is asking a very great 
deal. Whatever detail this man does manage to get across to a general audience will certainly be 
distorted and, to some extent, actually false. No other outcome is possible. —M. W. Thistle, Popular- 
izing Science. Science April 25, 1958. 
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Hospital dental service 


THE HOSPITAL DENTAL SERVICE of the future is being developed on a sound organizational 
basis by the dental profession with the assistance and expert guidance of the American 
Hospital Association which fortunately possesses an excellent insight into the value of 
dental contributions to total health care of hospital patients. The American Hospital 
Association is to be complimented on its farsighted attitude and for its willingness to 
explore what in many communities and institutions in the country constitutes a new and 
uncharted adventure into hospital care. 

Fortunately, there have been for some time a sufficient number of complete dental 
services in the hospitals to afford an adequate pilot experience in their role in hospital 
care, their integration into the hospital organization and in their position in graduate 
education and research. Both the American Dental Association and the American 
Hospital Association have noted the rapid increase in such services and realize that 
the trend will continue simply because an institution which provides expert dental care 
to hospital patients does a better over-all job of caring for the public than does an insti- 
tution which does not. 

Thus, it appears that the primary problem at present is to educate medicine regard- 
ing dentistry’s contribution to over-all health care and at the same time educate dentistry 
in the role that it must play in a basically medical organization if it is to be effective 
and respected. The institute workshops on hospital dentistry that have been jointly 
sponsored by the American Hospital Association, the American Medical Association and 
the American Dental Association have done much to resolve these problems and to lay 
the foundation for the integration of dentistry into the hospital family. With such 
careful preparation and mutual understanding, its continuing successful integration is 
assured.—Fred A. Henny. 
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@ CurettTinc PERIAPICAL LESIONS 


Q.—What is the general feeling about curetting 
periapical lesions after an extraction? 


A.—There is, of course, some difference of 
opinion about what should be done with peri- 
apical granulomas, but it is generally agreed 
that something of a definitive nature be done. 
If the apical lesion has a cystic appearance on 
roentgen-ray examination, it should be treated 
as a cyst and the region curetted with the idea 
of removing all the epithelial lining. If on the 
other hand, the apical lesion is of a diffuse 
nature without a capsule, gentle curettage is 
probably adequate. One certainly could not be 
criticized for doing a complete curettement, 
thus permitting the defect to be filled with a 
normal clot, unless the procedure produces 
other problems. Extreme caution should be 
exercised to avoid invasion of the maxillary 
sinus purely on the basis of removing a chronic 
granuloma in the maxillary arch. Similarly, 
every effort should be made to avoid injury to 
the inferior alveolar nerve when treating a 
granuloma in a mandibular socket. 

Today, the rationale concerning the treat- 
ment of apical granulomas revolves around the 
premise that the granulomas should be curetted 
gently, and at least sufficiently broken up to 
permit normal phagocytic activity to complete 
the reparative process. 


@ ConTROL OF PAIN 
Wirnout Narcotics 


Q.—When a patient is unable to take any form 
of narcotic, how may one combat the problem 
of pain? 


A.—This is somewhat of a unique problem, 
as one can generally find a narcotic which can 
be used as a substitute; but from the question 
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we must assume that there are reasons for not 
administering any of the narcotic agents. 

Proceeding on this premise one must then 
take all measures available to combat the 
various symptoms which may cause pain, 
notably swelling. Assuming the procedure is 
traumatic, the degree of edema should be care- 
fully controlled. This can be done best by 
keeping the surgical procedure as atraumatic 
as possible and then using cold packs and 
pressure dressings where possible. In addition, 
an agent such as chymotrypsin may be used to 
combat the postoperative edema which is per- 
haps the most frequent cause of pain. 

Several other drugs may be most advan- 
tageous in this situation or in any instance in 
which the control of pain is a factor. The tran- 
quilizing drugs have been found to be most 
effective if given in sufficient quantity and in 
conjunction with one of the barbiturates. The 
administration of this combination of drugs is 
perhaps best controlled on the hospitalized pa- 
tient, but under certain circumstances may be 
administered to an ambulatory patient. 


@ Manpisurar Lincuat FLap 


Q.—What are the indications for a mandibular 
lingual flap and what are the possible complica- 
tions?>—G.B.C. 


A.—The indications for the reflection of the 
mucoperiosteum on the lingual aspect of the 
mandible are few. Except in rare instances such 
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on topics of current interest to oral surgeons and general dental 
practitioners is edited by S. Ermer Bear, Department of Oral 
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as an impacted bicuspid inclined lingually, the 
only reason one would reflect lingual tissue is 
to remove mandibular tori or large genio- 
tubercles or to excise a prominent mylohyoid 
line. There appears to be no reason for using a 
lingual approach if a buccal or labial flap will 
suffice. 

The primary complication resulting from 
a lingual flap is postoperative swelling. The 
region is quite vascular and there may be per- 
sistent oozing into the operative site. Particular 
care should be exercised in cutting the muscles 
adjacent to the tubercles. These muscles contain 
rather large vessels and if they retract before 
bleeding is controlled, it may be difficult to 
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find the site of hemorrhage. The muscles should 
be clamped before they are severed from their 
attachments. When reflecting the mylohyoid 
muscle to provide access for the removal of 
tori or prominent bone in the third molar 
region, care should be exerted not to lose frag- 
ments of debris in the depth of the wound as 
they may be somewhat difficult to retrieve. 
Postoperative infections, always a problem in 
the oral cavity, should be particularly avoided 
in the floor of the mouth. In addition to the 
normal precaution of asepsis, every effort 
should be made so as not to invade the normal 
barrier which is provided by the muscle 
sheaths. 
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@ Mepicat Rapiation Broxocy. By Friedrich 
Ellinger, M.D. 945 pages with 83 illustrations. 
$20. Springfield, Ill., Charles Thomas, 1957. 


This comprehensive and beautifully organized 
text contains an exhaustive evaluation not only 
of the biological effects of ionizing radiations 
such as those from x-ray tubes and radioactive 
materials but also from ultraviolet radiation, 
the various colors of visible light, and infrared 
radiation. The effects of each type of radiation 
are listed chapter by chapter according to the 
various organs. There is an eight page chapter 
on the effects of ionizing radiation on the tissues 
of the oral cavity. It includes the acute and 
chronic effects of radiation on the oral mucous 
membrane, salivary glands, tonsils, teeth and 
supporting structures, pulp and radiation osteo- 
necrosis of the jaws, enamel and dentin. Brief 
mention is made of the effects of radiation on 
the oral microbial flora. Although the chapter 
is rather short it contains 44 references includ- 
ing a number to the author’s own work. 
Other chapters cover radiation effects on 
the digestive tract, respiratory tract, nervous 
system, eye, ear, skeletal bone and cartilage, 
hair, skin, thyroid, pituitary and other endo- 
crine glands, blood-forming organs, blood, cir- 
culatory system, metabolism, radiation sickness, 
effects on progeny, wound healing, inflamma- 
tion, parasites, infectious new growth (granu- 
lomas), benign neoplasms, malignant neo- 
plasms, and ionizing radiation originating from 
sources within the body. Other chapters include 
ionizing radiation as a health hazard, the ef- 
fects of bone-seeking radioactive substances 
such as radium and so forth. The bibliography 
occupies 244 pages and contains 4,600 refer- 
ences to the American and foreign literature. 
Although this is hardly textbook material 
for the undergraduate curriculum, it is a must 
for graduate students in such fields as oral 
surgery, oral roentgenology, radiology and 








pathology, and for dentists interested in the 
effects of radiation. The author states that the 
purpose of the book is “to cover our knowledge 
of the biological effects of radiation in their 
relationship to diagnostic, therapeutic, preven- 
tive and military medicine.” The text is well 
written and has ample introductory material 
for the beginning student. 

Needless to say more of us in private prac- 
tice, because of our responsibilities in dental 
society activities in connection with radiation 
hazards, will need to have available books of 
this type.—W. W. Wainwright. 


@ Orat Surcery. By Kurt H. Thoma, D.M.D. 
Third edition. 1,567 pages with 1,824 illustra- 
tions (159 in color). Index. $27.50. St. Louis, 
C. V. Mosby Co., 1958. 


This is the third edition of Thoma’s classic 
work. The broad scope and magnitude of this 
treatise reflect the high levels already achieved 
by the specialty of oral surgery. But further, 
the text is a comprehensive chronicle of the 
dynamic growth and progress continually tak- 
ing place within this discipline of dentistry 
today, faithfully recorded and interpreted with 
perspective and critical integrity by one of our 
most creative and authoritative spokesmen. 
Both the first (1948) and second (1952) 
editions were printed in two volumes. The 
current edition, however, is composed of a 
single impressive volume which makes for more 
convenient readability in general. New ideas 
and improved methods and technics have been 
incorporated into many of the chapters; for 
example, a description of the latest drugs 
used for administration of local and general 
anesthesia (“Anesthesiology”) and a discussion 
of denture implants (“Treatment of Abnormali- 
ties of the Edentulous Mouth”). Many previous 
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case reports have been either shortened or elimi- 
nated. 

Three entirely new and important chapters 
have been added; namely, “Roentgen Exami- 
nation of the Face and Jaws”; “Pharmacology” 
and “Surgical Eruption and Positioning, Trans- 
plantation and Replantation of Teeth.” 

Thoma’s labor of love has been considered 
an indispensable reference work for dental 
students and members of the dental and medi- 
cal professions by the distinguished author’s 
legion of admirers at home and abroad ever 
since its original publication ten years ago. 
By the same virtue, the present edition may 
be enthusiastically endorsed for the library of 
every individual interested in keeping abreast 
of developments within the field of oral sur- 
gery today.—James Springer. 


@ Louis Pasteur. By Pasteur Vallery-Radot. 
197 pages. Index. $3. New York, Alfred A. 
Knopf, 1958. 


This is an intimate and affectionate biography 
of the details of Pasteur’s life written by his 
grandson. Louis Pasteur was born in France 
in 1822 at a time when little was known about 
the world of microorganisms. His introduction 
to the field of bacteriology was his discovery 
that fermentation resulted from the action of 
bacteria. From this point Pasteur dedicated 
himself to the world of microscopic life. From 
his studies on the fermentation of wine Pas- 
teur devised the method that is now interna- 
tionally known as pasteurization. He killed the 
harmful microbes by heating wine for several 
minutes at 131° F. This procedure revolution- 
ized the wine industry in France. 

In 1877 Pasteur began a study of patho- 
genic organisms—first anthrax, then staphylo- 
cocci and later the virus causing rabies. He 
also introduced the concept of sterilization in 
surgery. 

Since he was a chemist and not a physi- 
cian, Pasteur became engaged in an unending 
fight with the medical profession. Physicians 
of that day could not conceive that anyone out- 
side their profession knew anything about dis- 


ease. 
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Stimulated by the earlier production of 
smallpox vaccine, Pasteur experimented suc- 
cessfully with the attenuation of other organ- 
isms. He was the first to produce a vaccine 
for rabies. 

Although there have been other biog- 
raphies of Louis Pasteur, none could be more 
dramatic and readable than this one written by 
his physician grandson.—F. C. Cady. 


@ Hemopuiriia AND HEMopuiLio1p DisEAsEs 
Edited by Kenneth M. Brinkhous, M.D. 265 
pages with illustrations. Index. $7.50. Chapel 
Hill, N. C., University of North Carolina 
Press, 1957. 


The proceedings of the international sym- 
posium on hemophilia and hemophilioid dis- 
eases, held in New York City in August 1956, 
are recorded in this important volume. Par- 
ticipants in the discussions represent many 
scientific disciplines in addition to hematology, 
such as biochemistry, genetics, pathology, 
physiology, orthopedic surgery, dentistry and 
psychiatry. The seven sections of the book are 
divided into 29 chapters covering all phases 
of the subject from highly technical investi- 
gations on the theoretical aspects of the con- 
dition to practical methods of hemorrhage con- 
trol. 

The prognosis of hemophilia, which was 
once considered almost uniformly fatal, has 
been considerably improved the last two 
decades. Since extraction of teeth is the most 
frequent surgical ingression in hemophiliacs, it 
behooves dentists to be familiar with technics 
for the proper management of these patients, 
such as are described briefly in this text by 
Dr. Paul Levine of New York City. 

This treatise provides a kaleidoscopic view 
of current ideas in the broad field of hemo- 
philia. Not only should this book be required 
reading for all research workers in the field, 
but also it should be recommended reading 
for those professional persons who must deal 
with the multiple medico-dental, psychologi- 
cal, and socioeconomic problems facing hemo- 
philiac patients and their families.—James 
Springer. 
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@ A Manuat oF Dentat Anestuesia. By W. 
Harry Archer, D.D.S. Second edition. 336 
pages with 174 illustrations. Index. $8.50. 
Philadelphia. W. B. Saunders Co., 1958. 


The purpose of this book is to provide a prac- 
tical manual on both local and general anes- 
thesia for the dental student and practitioner. 
Actual technics, proved successful in the vast 
experience of the author, are described with 
simplicity in a text well-documented with 
many fine illustrations. The pharmacology of 
the drugs employed, so basic to the subject of 
anesthesia, is concisely but at the same time 
adequately treated. 

This second edition contains essentially 
the same material as the first edition published 
in 1952 with some notable additions. An excel- 
lent chapter on endotracheal anesthesia and 
intubation and a worthwhile chapter on pre- 
operative recognition and treatment of broncho- 
pulmonary disease have been added. The chap- 
ter on general anesthesia for oral surgery in 
the hospital has been elaborated upon. De- 
scriptions have been included for trichloro- 
ethylene-nitrous oxide-oxygen administration 
and for the relatively new technic of cheman- 
esia combined with analgesia for the ambulatory 
dental patient. A discussion of vasoconstrictors 
in local anesthesia and their use in patients 
with heart disease has also been included. 

This treatise is readily recommended for 
all professional persons interested in dental 
anesthesia.—James Springer. 


¥ MOrat RoentceNnocrapuic Dracnosis. By 


Edward C. Stafne, D.D.S. 303 pages with 1338 
illustrations. Index. Philadelphia, W. B. 
Saunders Co., 1958. 


Readers of this book will be aware of the 
meticulous care and patience the author used 
in collecting the roentgenograms and preparing 
the text. All superfluous material has been dis- 
carded, but the book offers a complete descrip- 
tion of the field of oral roentgenographic diag- 
nosis. 

The size and character of the type in the 
book makes the text easy to read. The repro- 
ductions of roentgenograms, for the most part, 
are excellent. It is extremely simple to interpret 
the specific roentgenographic finding the author 
is describing. 

Each chapter title is descriptive of the type 
of material to be presented in the chapter, 
making it easy for the reader to find examples 
of various roentgenographic interpretations. 
The chapters include not only routine roent- 
genographic diagnosis but a very complete de- 
scription of most of the bizarre conditions found 
about the teeth and jaws. The chapter describ- 
ing anatomic landmarks and the chapter about 
artifacts are very helpful in differentiating nor- 
mal from pathological conditions. 

This book may be considered an essential 
aid to roentgenographic diagnosis and should 
be in the library of every radiologist and dentist 
who interprets roentgenograms of the teeth and 
jaws.—William F. Via, Jr. 
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@ TREATMENT oF TRAUMATIC FacrAt_ In- 
juries. S. Glanz, M.D. Postgrad. Med. 23:274 
March 1958. 


Primary examination of a patient with a facial 
injury should first ascertain if the injury is of 
such magnitude as to threaten life. If this is so, 
the patient should be treated and his condition 
stabilized before any meticulous repair is 
undertaken. The treatment in cases of hemor- 
rhage, obstruction of airway, shock and intra- 
cranial damage is schematically reviewed. 

In some injuries involving the maxilla, 
simple reduction by use of a Caldwell-Luc mu- 
cosal incision with a gauze and balsam of Peru 
pack is advocated. Meticulous closure of mu- 
cosal surface, muscle and skin is advocated for 
lip lacerations. Intraoral lacerations should be 
closed with nonabsorbable sutures.—Gilbert S. 
Small. 


M@ CHONDROSARCOMA OF THE ToNncuE. P. S. 
Vassar, M.B., B.S. Arch. Path. 65:261 March 
1958. 


The patient, a 51 year old man, noticed a 
lump on the lateral border of his tongue near 
the midportion. It was superficially located and 
had been present for three weeks. A diagnosis 
of primary chondrosarcoma was made. The 
literature does not reveal any examples of this 
tumor in this location. The treatment was local 
excision. 

Microscopic examination showed that the 
cellular elements were atypical chondroblasts in 
a cystic, cartilaginous matrix. There was no 
mature cartilage or benign chondroma present 
in the specimen. 

The etiology of this tumor is obscure, but 
the thought is that it arose from a benign 
chondroma or ectopic Meckel’s cartilage.— 


Gilbert S. Small. 











@ THe MANAGEMENT OF THE PATIENT WITH 
Crert Lip anp/or Parate. T. Pomfret Kil- 
ner. Am. J. Surg. 95:204 Feb. 1958. 


There is little doubt that the number of per- 
sons with cleft lip and cleft palate deformities 
is greater than ever before. This is in part due 
to a decrease in infant mortality. These de- 
formed persons marry and produce children, a 
certain proportion of whom bear the parents’ 
deformity. 

The purpose of surgical intervention in 
patients with cleft deformities is threefold: to 
make the patient look well, eat well and speak 
well. In prealveolar clefts affecting only the lip, 
there is no urgency about treatment because 
there is no underlying skeletal deformity or 
difficulty in feeding. Usually, such children 
are not treated until they are weaned, at about 
nine months of age. If there is a cleft of the 
alveolus also, repair can be made earlier, to ob- 
tain the effects of the intact lip. When both a 
cleft lip and a complete cleft of the palate are 
present, there is more urgency about early treat- 
ment. Surgery is usually performed at six to 
eight weeks of age. 

Disturbance of the periosteal blood supply 
to the maxilla and palate, and its probable 
relation to lack of bone growth must be con- 
sidered. It is advisable to delay palatorrhaphy 
until the child is five years of age. The wide 
horseshoe shaped cleft palate usually associated 
with mandibular retrognathism is most difficult 
to manage, because of the suffocative attacks 
which occur, particularly at feeding times. In 
most of these cases, palatal repair has been 
carried out earlier than usual, and in stages 
using V-Y technics. Transfer of a tubed skin 
flap to fill the defect is often used. 

The submucous cleft of the palate is 
characterized by absence of any median raphe 
in the soft palate, a palpable notch in the pos- 
terior border of the hard palate and, sometimes, 
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by a split uvula. Transillumination from above 
at the time of operation indicates the complete 
absence of muscle union in the midline. Speech 
therapists have discovered these cases after 
finding their efforts to no avail. The full V-Y 
retroposition procedure is the treatment of 
choice.—Irwin A. Small. 


@ Denrat Extractions IN HAEMOPHILIA. C. 
Wishart, C. A. Smith, G. E. Honey, and K. B. 
Taylor. Lancet 6991:363 Aug. 24, 1957. 


A transparent acrylic splint should be used in 
extractions in hemophiliacs. The splint is de- 
signed to apply gentle pressure on the gingival 
margins of the extraction site and is transparent 
so that excess pressure which may result in 
ulceration can be noted. 

One hour prior to surgery four pints of 
normal plasma are transfused. Either fresh 
blood or frozen plasma must be used because 
the antihemophilic factor is preserved in these 
methods. The transfusions should end just as 
the surgical procedure begins. This is a rapid 
transfusion because it is necessary to get ade- 
quate levels of antihemophilic globulin. The 
acrylic splint is lined with calcium alginate 
gauze soaked in viper venom. The splint is 
then placed in the patient’s mouth for seven 
days, during which time one liter of fresh blood 
is given daily or as required. 

Less bleeding and shorter hospitalization 
result from using the acrylic splint. Another 
apparent advantage is that more teeth can be 
removed at one time, decreasing the number of 
hospitalizations.—Gilbert S. Small. 


@ CarcinoMaA OF THE Lips, TONGUE AND 
Froor oF Mourn. Giovanni Balduzzi. Arch. 
ital. chir. 82:81, 1957. 


Surgical removal is to be preferred to radiation 
therapy in the treatment of oral cancer. Carci- 
noma of the lip is treated by prompt local ex- 
cision. Prophylactic neck dissection is not ad- 
vocated; a supra-omohyoid dissection is fre- 
quently adequate. This has been effective in 


50 to 60 per cent of cases treated. In carcinoma 
of the lip, bilateral neck metastases are com- 
mon. The combination of electrosurgery and 
radiation is the best treatment. In small lesions 
of the anterior tongue, simple cautery excision 
and postoperative radiation are advised. In 
more extensive lesions, a combination of hemi- 
glossectomy, cervical lymphadenectomy and 
radiation is preferred. Tumors situated at the 
base of the tongue are treated by bilateral neck 
dissection and ligation of the lingual arteries. 
After a period of ten days, electroexcision of 
the primary lesion is carried out. 

Carcinoma of the floor of the mouth, though 
relatively uncommon, grows rapidly and metas- 
tasizes early. It frequently invades the man- 
dible. Radical excision with bilateral complete 
neck dissection is to be preferred over other 
treatment. Radiation may be utilized as an 
adjunct to surgery, but not as the sole treat- 
ment. 

In radical neck dissection, the platysma is 
reflected with the skin flap, the sternocleido- 
mastoid spared, and the internal jugular vein 
resected. Bilateral resection of the jugular vein 
is believed to present no significant complica- 
tions.—Vernon J. Sture. 


@ Tumors oF THE PARATHYROID GLANDs. B. 
Marden Black, M.D. Am. J. Surg. 95:395 
March 1958. 


Primary hyperparathyroidism, the condition re- 
sulting from hyperfunctioning tumors of the 
parathyroid glands, is a fairly common, po- 
tentially fatal disease. It is curable in most in- 
stances if treatment is instituted before progres- 
sive renal disease develops. Diagnosis and 
treatment are not difficult. However, diagnosis 
is rarely made before complications have de- 
veloped involving the skeleton or the urinary 
tract. Osteitis fibrosa cystica is somewhat un- 
usual, whereas complications involving the 
urinary tract, especially lithiasis, are common. 
Eighty per cent of all cases of hyperparathyroid- 
ism result from a single adenoma. Malignant 
tumors are rare, accounting for 1 to 2 per cent. 

The fundamental metabolic changes of 
hyperparathyroidism are caused by increased 
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secretion of parathyroid hormone. The failure 
of resorption of phosphorus in the kidney re- 
sults in increased concentration of calcium and 
decreased concentration of phosphorus in the 
serum, and increased excretion of both in the 
urine. Hypercalcinuria presumably accounts 
for urinary lithiasis and for deposition of cal- 
cium in renal tubules, known as calcinosis. 
The osseous disease results from the combined 
loss of calcium and probably from the direct 
effect of the hormone on bone. 

The symptoms of hyperparathyroidism 
appear to be directly related to hypercalcemia. 
The effect of hypercalcemia on the gastroin- 
testinal system and skeletal musculature consists 
of lassitude and weakness, loss of appetite, 
nausea and vomiting, gaseous distention and 
constipation. Parathyroid hormone is a potent 
diuretic and in all instances polyuria and poly- 
dipsia are present. Urinary lithiasis is the most 
common complication. Osteitis fibrosa cystica, 
when present, involves the entire skeleton. 
These bone changes produce cysts, giant cell 
tumors, gross deformities and fractures. The 
roentgenographic evidence of this disease is not 
recognizable until the serum alkaline phospha- 
tase has increased. 

A diagnosis of hyperparathyroidism should 
be considered in all cases of renal lithiasis in 
which stones contain calcium, and in cases of 
polyuria and polydipsia. Giant cell tumors of 
the jaw and demineralization of the alveolar 
bone supporting the teeth are suggestive of 
hyperparathyroidism. The most pathognomonic 
change is a rather typical subcortical lacelike 
decalcification of the long bones. Diagnosis is 
established by laboratory tests. Hypercalcemia 
is the most important test and the chief difh- 
culty is to determine accurately the serum cal- 
cium. In 50 per cent of cases the value for 
calcium is less than 12 mg. Hypophospatemia 
is less obvious and less important from the 
standpoint of diagnosis. Elevated alkaline 
phosphatase is seen when the disease is well 
established. 

Differential diagnosis should include other 
causes of hypercalcemia, which include disuse 
atrophy of bone, hypervitaminosis D, milk-alkali 
syndrome, osteolytic metastatic carcinoma, 
multiple myeloma and sarcoidosis. The treat- 
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ment is surgical, and prognosis depends upon 
the nature of the tumor involving the para- 
thyroid gland and the status of the kidneys at 
the time of treatment.—Irwin A. Small. 


@ A Survey oF ToncuE CANCER OVER A FIF- 
TEEN YEAR PERIOD IN A GENERAL HospPITAL. 
D. P. Shedd, M.D., N. L. Schmidt, M.D., and 
C. H. Chang, M.D. Surg. Gynec. & Obst. 
106:15 Jan. 1958. 


This survey represents a study of tongue can- 
cer of 91 patients from 1941 to 1955. All 
tongue lesions were generally classified as being 
either anterior or posterior, with the circum- 
vallate papillae as the dividing line. In 35 pa- 
tients the lesion was located on the anterior 
portion of the tongue and in 56 patients the 
lesion was located on the posterior portion of 
the tongue. The lesions were further classified 
as to the stage of growth, stage 1 being confined 
to the tongue; stage 2, extension into adjacent 
tissue; stage 3-a, lymph node involvement, 
with tissues adjacent to the tongue not in- 
volved; stage 3-b, lymph node involvement, 
with tissues adjacent to the tongue involved; 
and stage 4, remote metastases. 

In 35 lesions occurring in the anterior 
portion of the tongue, all but three were epi- 
dermoid carcinoma. In the remaining 56, all 
but 4 posterior lesions were epidermoid carci- 
noma. 

Since there was not any organized pro- 
gram at the hospital, there was considerable 
variation in management. Of the 87 patients 
treated, 72 received radiation as part or all of 
their treatment. External roentgen ray therapy 
and interstitial radium therapy were often used 
together. Interstitial radium therapy is felt to 
be the most effective form of treatment in the 
majority of tongue carcinomas. Radiotherapy 
of metastatic lymph nodes is justified only for 
palliation. The treatment of choice is radical 
cervical lymphadenectomy. 

A comparison with a study made at the 
same hospital covering an earlier period, indi- 
cates that patients with tongue carcinoma are 
not being seen any sooner, since the incidence 
of lymph node metastases is the same. However, 
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there is a slight improvement in the five year 
survival rate. 

There has been a decrease of composite 
resections in recent years, based on the premise 
that many cases of the primary lesion can be 
controlled by radiation therapy. 

Of all the patients seen, more than one half 
had cervical metastases, and of the total group 
there was a 20.4 per cent five year cure rate.— 


Gilbert S. Small. 


@ Tumors oF SAtivary GLAND ORIGIN IN 
Cuimtpren; A CLINICAL PATHOLOGICAL Ap- 
PRAISAL OF 24 Cases. Louis T. Byars, Lauren 
V. Ackerman, and Erle Peacock. Ann. Surg. 
146:40, 1957. 


Five per cent of the salivary gland tumors seen 
at Barnes Hospital occurred in children. Seven- 
teen neoplasms were typical benign mixed 
tumors. All of the primary mixed tumors were 
single; none were bilateral. The recurrent 
tumors, of which there were five, consisted of 
many satellite nodules. Six tumors were malig- 
nant, an incidence of 26 per cent, which is 
comparable to that of malignant tumors in 
adults. Two clinical features suggesting a malig- 
nant condition in this group of patients were 
pain and rapidity of growth. Facial nerve palsy 
was rarely encountered and only two of the six 
tumors were fixed to neighboring structures. 
Two extremely undifferentiated highly malig- 
nant lesions were treated surgically, one by 
limited local excision and the other by very 
radical excision including sacrifice of the facial 
nerve and complete neck dissection. Both pa- 
tients were dead within 80 days after the opera- 
tions, with carcinomatosis. 

If a diagnosis of mucoepidermoid carci- 
noma or cylindroma is returned on a well local- 
ized tumor which has been resected with a 
margin of salivary gland, no further surgical 
treatment is given. If the permanent sections 
show undifferentiated highly malignant carci- 
noma, radical operation is considered only in 
the less undifferentiated tumors. The remainder 
are treated by palliative irradiation.—Vernon J. 
Sture. 


@Griant-Cert Tumor oF Bone. Bradley 
Coley, M.D.; Norman Higinbotham, M.D., 
and Tatsumi Kugure, M.D. Am. J. Surg. 
96:479 Oct. 1958. 


Giant-cell tumor is a primary bone neoplasm 
which may remain benign and yield to local 
surgical measures or to radiation. On the other 
hand, it may recur after treatment with either 
of these methods or a combination of them. 
When it recurs it may present the same micro- 
scopic appearance as it did when first treated 
or it may show “aggressive” or “borderline” 
features. It may even have the histologic charac- 
teristics of a true sarcoma and is then designated 
as a malignant giant-cell tumor. When this hap- 
pens the future course of the disease is that 
of a sarcoma. 

It is apparent that giant-cell tumor is an 
unpredictable neoplasm and that controversy still 
exists on how best to treat it. Recurrence often 
follows both surgical and roentgen-ray therapy. 
Some more uniformly satisfactory method of 
treatment is needed. At present, however, con- 
servative surgery is suggested for accessible 
tumors, such as those about the knee, wrist, 
ankle, or shoulder. If resection of the tumor- 
bearing portion of the bone is possible, it offers 
an excellent prospective cure; otherwise, curet- 
tage, chemical cauterization and bone chip im- 
plantation may be employed. Should a recur- 
rence take place, a second curettage is justified. 
If tissue from this second operation presents the 
same “benign” histologic features as were seen 
in the first operative specimen, results can be 
awaited. Some of these second curettages may 
be successful. 

If, on the other hand, the pathologist 
describes a definite change in the stroma, re- 
porting it as “aggressive” or “borderline,” there 
is a possibility of another recurrence and radical 
surgery will then be required. Of course, if the 
microscopic features are those of a malignant 
tumor, amputation should be performed 
promptly. There is no evidence that radiation 
therapy can control a malignant giant-cell 
tumor. 

For those cases in which the primary site 
is considered surgically inaccessible, initial 
radiation is the preferred method. Such treat- 
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ment should seldom exceed a tumor dose of 
2,800 to 3,000 r. If this fails to control the 
condition, further courses of roentgen-ray treat- 
ment are unlikely to do so and amputation 
must be considered. Curettage after failure of 
radiation is not recommended, nor is radiation 
generally desirable after failure of curettage. 
Occasional exceptions to the latter course have 
been observed. Resection after a tumor has 
recurred after primary radiation is sometimes 
successful. Primary resection for giant-cell 
tumor deserves wider employment as an alterna- 
tive to curettage because after resection the 
recurrence rate is low, whereas with curettage 
it is comparatively high. 

When amputation is performed for malig- 
nant giant-cell tumor, the five year survival 
rate is higher than that obtainable in most 
other varieties of bone sarcoma. Finally, the 
histologic rating of giant-cell tumors by an ex- 
perienced pathologist is a valuable guide in 
selecting appropriate therapy. The unpredict- 
able character of this tumor must be appreciated 
and the prognosis therefore guarded.—Irwin A. 


Small. 


@ ALBAMYCIN IN THE TREATMENT OF Sur- 
cicAL InFections. D. B. Nunn, M.D., and 
E. F. Parker, M.D. The Am. Surgeon 24:361 
May 1958. 


The use of novobiocin or Albamycin (Upjohn) 
in 36 patients with infection, and in prophy- 
lactic use in four patients who were treated on 
a general surgical service, was investigated. 
The antibiotic is produced by Streptomyces 
niveus, was first isolated from soil, and since 
its introduction has been particularly effective 
in the treatment of gram-positive cocci infec- 
tions and certain gram-negative organisms, 
notably proteus. Administration may be oral, 
intravenous or intramuscular. The usual oral 
dose ranges between 250 and 500 mg. every 
six hours. Recommended dosage for parenteral 
use in adults is 500 mg. every 12 hours; the 
usual parenteral dose for children is 15 mg. 
per kg. of body weight. Peak serum levels occur 
two to four hours after oral ingestion, and 
unusually high and prolonged serum levels 
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have been detected for 24 hours and longer, 
probably due in part to reabsorption of the 
drug. Side reactions are reportedly few in 
number, the most common being the develop- 
ment of urticaria or a maculopapular derma- 
titis. All side effects are said to disappear rapidly 
after discontinuance of the drug. 

Of the 36 patients with infection, cultures 
were obtained in 28 and in vitro sensitivity 
tests were performed in 26 instances. Organisms 
were graded as to sensitivity to the drug. Im- 
provement was thought to be definitely related 
to use of the drug in 26 of the 36 patients. 
No infection occurred in the four instances in 
which the drug was used prophylactically. A 
review of the in vitro sensitivity tests per- 
formed on organisms isolated in this study 
showed that the drug is effective in vitro 
against gram-positive cocci, with no significant 
influence on proteus organisms. These results 
were substantiated clinically in a significant 
number of patients with gram-positive cocci 
infections. It would seem from results of this 
series and previous reports that the use of 
Albamycin might well be reserved for gram- 
positive cocci infections, particularly those due 
to staphylococcal organisms resistant to other 
antibiotics.—William J. Amaral. 


WA Srupy oF Merastatic CARCINOMA OF 
THE Neck. D. L. Kinsey, M.D., A. G. James, 
M.D., and J. A. Banta, M.D. Ann. Surg. 
147:366 March 1958. 


Temporizing measures are not always to be 
deplored in the management of benign lesions, 
but procrastination is potentially lethal when 
a malignant process is present. Although “bio- 
logical predeterminism” may dictate the course 
of some diseases, treatment is urgent since there 
are many palliative procedures which will con- 
trol the growth of the disease and provide a 
period of freedom from pain and discomfort. 
Treatment, in many cases, can result in cure. 

One hundred and fifty patients with neck 
metastases from head and neck primary cancers 
were studied over a period of eight years. Their 
average age was 62.4 years, an age incidence 
appreciably later than that for cancer in general. 
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Most of the patients were men. The average 
duration of symptoms prior to consultation was 
6.2 months. The initial symptom in one third 
of the patients was a lump in the neck. The 
most frequent metastatic site was the submaxil- 
lary node (67 cases). The predominant cell 
type was epidermoid carcinoma (134 cases). 

Once a malignant change is suspected, 
there is immediate need for surgical biopsy. If 
a conventional incisional biopsy is performed, 
an obstacle is created since the entire biopsy 
wound must be excised in continuity with an 
en bloc neck dissection. Also, pathways are 
theoretically created which allow access of 
tumor cells to the superficial lymphatics of the 
neck. Aspiration biopsy creates no technical 
problems for subsequent surgery or roentgen 
ray therapy and is recommended. This pro- 
cedure was successful in 96 of 101 cases. 

Excisional therapy, when feasible, is su- 
perior to radiation therapy. Radiation therapy is 
most useful for nonresectable or recurrent tumor 
and for tumor of the lymphoma class. Surgery 
was the therapeutic agent in 85 cases, surgery 
in combination with interstitial irradiation in 
31 cases and surgery with external irradiation 
in 29 cases. Four cases were initially treated 
only by external irradiation and a single case 
was managed solely by interstitial radiation. 
In carcinoma arising in the floor of the mouth 
with cervical metastases, the contralateral sub- 
maxillary node group should be included in 
the conventional neck dissection. 

In 45 determinate cases followed for five 
years, the cure rate was 33.3 per cent.—Gilbert 
S. Small. 


@ Env Resutts in CarRcINOMA OF THE ORAL 
Caviry. Samuel L. Perzik, M.D., Eugene J. 
Joergenson, M.D., Richard P. Carter, M.D., 
and Paul H. Deeb, M.D. A.M.A. Arch. Surg. 
76:677 May 1958. 


This study comprises the analysis of end re- 
sults of management of 679 cases of carcinoma 
of the oral cavity seen at Los Angeles County 
Hospital from 1940 through 1955. The cases 
were divided according to site of origin, into 
the following groups: lip, tongue (including 


floor of the mouth), tonsil, and an intraoral 
group including buccal mucosa, gingivae and 
palate. Evaluation of the cure rate must in- 
clude such factors as selection of cases, stage 
of disease in cases accepted for treatment and 
type of management. The large group of 
tongue cancers was analyzed in great detail to 
determine which factors could be considered of 
importance in intraoral carcinoma. The variable 
factors, such as age, sex, race, incidence of 
syphilis, and clinical factors such as size, loca- 
tion, lymph node involvement (whether uni- 
lateral or bilateral), and distant metastases 
were of statistical significance. 

Analysis of results of treatment methods 
for tongue carcinoma reveals that the highest 
five year cure rate was obtained by a combina- 
tion of surgery and irradiation. Analysis of 
surgical procedures indicates a trend which 
revealed statistically the value of radical neck 
dissection, particularly if performed as a “pro- 
phylactic” measure. The indications for and 
value of the radical “in-continuity” or “com- 
mando” procedure could not be determined on 
the basis of the relatively few such cases in- 
cluded in this study. Cases must be individual- 
ized by proper selection of methods of treat- 
ment or combination of methods and their 
sequence.—William J]. Amaral. 


@ OstEocENIC SARCOMA OF THE JAWS AND 
Factat Bones: Lyle Cragh, M.D.; David 
Dahlin, M.D., and John Erich, M.D. Am. J. 
Surg. 96:496 Oct. 1958. 


Observations of 44 sarcomas of the jaws and 
facial bones at the Mayo Clinic demonstrate 
that surgical treatment affords a reasonable 
chance of cure. A tendency to late systemic 
spread in a relatively low average degree of 
malignancy are among the factors that con- 
tribute to successful therapy. 

In the present series vague symptoms were 
commonly present and led to many dental and 
minor surgical procedures prior to establish- 
ment of the correct diagnosis. This fact empha- 
sizes that a relatively painless nonulcerating 
mass occurring in the upper or lower jaw, 
particularly about the alveolus, should suggest 
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a possibility of osteogenic sarcoma. In the antral 
and ethmoid regions, early symptoms are lack- 
ing. Roentgenographic examination is extremely 
helpful in most instances, but definitive diag- 
nosis depends on histologic studies. 

Four of the sarcomas in this series arose 
in regions previously radiated for benign condi- 
tions of bone or soft tissues. More alertness on 
the part of dentists and physicians would favor 
earlier correct diagnosis and treatment of osteo- 
genic sarcoma of the jaw.—Irwin A. Small. 


@ Virncuow’s METAMORPHOSIS OF THE SALI- 
vary Gianps. D. D. Turner, M.D. Arch. Surg. 
77:110 July 1958. 


Fatty infiltration has been described in Vir- 
chow’s Archiv and pertains mainly to the liver 
and pancreas. Recent publications have indi- 
cated that a similar condition exists in the 
salivary glands. In a survey of 100 patients, it 
was shown that fatty infiltration occurs in a 
small minority of patients. The number is in 
itself insignificant, but it is important from a 
diagnostic point of view and in determining 
treatment. 

Two cases, one of the parotid gland and 
one of the submaxillary gland, were studied. 
In both instances there was continuous enlarge- 
ment. A parotidectomy was performed on the 
first patient. The pathology report was fatty 
infiltration. A needle biopsy in the second in- 
stance showed only fatty infiltration, and no 
surgery was performed.—Gilbert S. Small. 


@ Papittary CysTADENOMA LyYMPHOMATO- 
sum (Wartuin’s Tumor). P. W. Greely, 
M.D., and J. W. Curtin, M.D. Plast. & Re- 
constr. Surg. 21:223 March 1958. 


The mixed salivary gland tumor comprises 60 
to 70 per cent of all parotid growths. The 
second most common growth is the papillary 
cystadenoma lymphomatosum, which comprises 
about 5 per cent of the total growths. 

Because of wide differences in nomen- 
clature, reviews of the literature list varying 
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numbers of cases. About 306 instances of uni- 
lateral papillary cystadenoma lymphomatosum 
have been reported through 1956. Ten in- 
stances of bilateral occurrence have been re- 
ported. An additional case history follows: 

A 62 year old man became aware of a 
mass below the angle of the right side of the 
mandible. A molar was extracted on the suppo- 
sition that the swelling was from an abscessed 
tooth, but when the mass continued to grow, 
it was excised surgically and the diagnosis of 
Warthin’s tumor was established. Five years 
later the patient returned with a mass in a 
similar position on the left side. Excision re- 
vealed this also to be a Warthin’s tumor. 

Sialography is of no specific value and 
needle biopsies are of only academic value in 
treatment. Treatment should be local excision 
of the encapsulated mass.—Gilbert S. Small. 


@ Hemanciorericytoma. R. O. Dingman. 
Plast. & Reconstr. Surg. 21:393 May 1958. 


The hemangiopericytoma was first described by 
Stout and Murray in 1942. It is a perivascular 
tumor composed of spindle or rounded cells. 
Its diagnosis can be established only micro- 
scopically and is differentiated from heman- 
gio-endothelioma by use of silver stain, which 
shows the tumor cells outside the sheath of the 
capillaries rather than inside. Mitotic figures are 
rare but when present in large numbers signify 
rapid growth potential. 

The majority of cases of hemangiopericy- 
toma occur in soft tissue. Of Stout’s 207 case 
histories reported in 1954, only six occurred in 
the oral cavity and pharynx and two in the 
salivary glands. Metastases and death have been 
reported from the more malignant tumors. Me- 
tastases are hematogenous. An incidence of 21 
to 35 per cent of malignancy has been reported. 
However, a conservative approach is recom- 
mended surgically because of slow growth and 
local reoccurrences. 

Of two cases studied, one was of congen- 
ital origin, on the skin overlying the malar 
region. The other also was on the skin over 


the chin.—Gilbert S. Small. 





Announcements 


@ AmeERICAN Society OF OrAL SurGEONS APPOINTS TREXLER 


The American Society of Oral Surgeons announces that Mr. Duke C. Trexler has become its 
executive secretary. 

A graduate of Georgetown University, Mr. Trexler holds a master’s degree from the University 
of Texas. He has been director of the University Evening College, University of Mississippi, and 
director of the Department of Conferences and Institutes of that school. In the latter position he 
developed postgraduate programs in such fields as dentistry, medicine and nursing for about 70 
associations. In this connection he was given honorary membership in the Mississippi Dental Asso- 
ciation and the Texas Dental Health Conference. 

Mr. Trexler’s army service was in the U. S. and the Mediterranean theater during World 
War II. He holds a reserve commission as Captain, USAR. 

In his capacity as the first full-time executive secretary of the executive council of the American 
Society of Oral Surgeons, Mr. Trexler will function in the new headquarters of the society in the 
American Hospital Association Building, 840 Lake Shore Dr., Chicago. 


@ VETERANS ADMINISTRATION OrFers Two Roratinc INTERNSHIPS 


The Veterans Administration Hospital of Kansas City has two rotating internships available on 
July 1. The program is given in cooperation with the University of Kansas City School of Den- 
tistry. Postgraduate and graduate courses are taken through the university, and faculty members 
present a series of seminars in oral pathology, prosthetics, oral surgery, radiology, endodontics 
and restorative dentistry. 

The stipend is $2, 500 per year. A certificate of internship is issued by the Veterans Ad- 
ministration Hospital and a certificate of postgraduate study by the dental school. 

Application should be made directly to Dr. J. P. Darnell, Kansas City Veterans Administration 
Hospital, Kansas City, Mo. 


@ Course 1n INTRAVENOUS ANESTHESIA OFFERED 


Intravenous anesthesia for the dental office will be taught by Harold Krogh, Washington, D. C., 
and Adrian O. Hubbell, Long Beach, Calif., March 9-13 at Georgetown University School of 
Dentistry, Washington, D. C. 

The class is for oral surgeons only and is limited to 15. Tuition is $250. 


@ GrapuaTE ProcrRamM AT THE UNIversiry oF WASHINGTON 


The degree of master of science is awarded for the satisfactory performance in the academic and 
clinical aspects of the discipline, and the submission of a satisfactory thesis reporting on research 
in basic science in the graduate program in dentistry at the University of Washington, Seattle. 

The following courses are available to properly qualified applicants: fixed partial dentures, 
operative dentistry, oral pathology, oral surgery, orthodontics, pedodontics, periodontics and endo- 
dontics, and prosthodontics. 
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More definite information is available in the graduate school bulletin. Communications 
should be addressed to: Saul Schluger, Director, Graduate Dental Education, University of Wash- 
ington, School of Dentistry, Seattle 5, Wash. 


@ Turee-Year Grapuate Course iN Ora SurGERY 


The University of California School of Dentistry has announced a three-year graduate program 
in oral surgery for the year beginning July 1. Training includes clinical and hospital experience 
and study in the basic sciences. The program is designed to fulfill the requirements of the American 
Board of Oral Surgery. 

Further information may be obtained from the school in San Francisco. Application blanks 
may be requested from the University of California Graduate Division in Berkeley. 


@ ApvAncep Ora PatHoLtocy CLass SCHEDULED AT MINNESOTA 


Advanced oral pathology will be offered in a five-day refresher course at the University of Minne- 
sota April 20-24. The course consists of both lectures and laboratory work. 

Course registration is limited to 15 individuals and the fee is $65. Housing for the five days 
will be approximately $15. 

Interested individuals should contact Robert J. Gorlin, chairman, division of oral pathology, 
School of Dentistry, 242 Owre Hall, University of Minnesota, Minneapolis 14, Minn. 


@ San Francisco INTERNSHIP AVAILABLE IN ORAL SURGERY 


A one-year internship in oral surgery beginning July 1 is offered at the San Francisco General 
Hospital. This is approved by the American Dental Association’s Council on Dental Education. 

Application forms and information regarding the program may be obtained by writing to: 
Melvin J. Sherman, division of oral surgery, School of Dentistry, University of California Medical 
Center, San Francisco 22. 


@ Tuirp INstrrute on Hosprtrat DENTISTRY 


The Third Institute on Hospital Dentistry will be held May 18-21 at the Palace Hotel, San 
Francisco. The announcement was made by O. J. McCormack, chairman of the Council on Hos- 
pital Dental Service of the American Dental Association. 

Among the subjects which will be explored are the place of dental service in the hospital, 
the functioning of hospital dental service, and the responsibility of patient care. Discussions will 
be held on prepayment plans for hospital dental care, and discussion groups will be formed to give 
participants an opportunity to seek solutions to their problems. 

A visit to a Public Health Service hospital in the San Francisco area has been planned to 
demonstrate integration of dental services. 

Applications for attendance should be sent to the Council at the A.D.A. Central Office, 222 
E. Superior St., Chicago 11, or to the Institute Office, American Hospital Association, 840 Lake 
Shore Dr., Chicago 11. 








Editorial communications 


@ oRIGINAL COMMUNICATIONS— This journal invites concise original contributions on hospital 
dental service and in all phases of clinical and experimental surgery of the mouth and associated 
structures, including roentgenology, diagnosis, anesthesia and oral surgical pathology. Articles are 
accepted for publication with the understanding that they are contributed solely to the JouRNAL OF 
Orat Surcery, ANESTHESIA, AND Hosprrat Dentat Service. All manuscripts are subject to 
editorial modification. Neither the editors nor the publishers accept responsibility for the views and 
statements of authors expressed in their communications. 


@ manuscripts—Manuscripts submitted for publication should be sent to Fred A. Henny, 
Editor, Henry Ford Hospital, Detroit, Michigan. 

Manuscripts should be typewritten on one side of the paper only with double spacing and 
liberal margins. The author’s name and abbreviated title of the article should appear at the top of 
each manuscript page. The original should be sent to the editor and a carbon copy retained by the 
author. Manuscripts will not be returned if accepted for publication. 

References should be placed at the end of the article and should conform to the style of the 
Quarterly Cumulative Index Medicus; viz., name of author, title of article and name of periodical 
with volume, pages, month and year. They should be numbered and should appear in the same 
order as that of the superior figures inserted in the appropriate positions in the text. 


@ iLLustrations—Illustrations accompanying manuscripts should be unmounted and num- 
bered. The author's name should appear on the margin or back. 

Authors should insert figure numbers at appropriate places in the text. The original drawings, 
or glossy print photographs of them, should accompany the manuscript. Legends for illustrations 
are to be typewritten in a separate list with numbers corresponding to those on the photographs 
and drawings. 

A reasonable number of halftone illustrations will be reproduced free of cost to the author, but 
special arrangements must be made with the editors for color plates, elaborate tables or extra illus- 
trations. Copy for zinc cuts (such as pen drawings and charts) should be drawn and lettered in India 
ink or with black typewritter ribbon (carbon paper placed with carbon against back of sheet for 
bolder type). Ordinary blue or colors will not reproduce. Only good photographic prints or drawings 
should be supplied for halftone work. 


@ case REPoRTS—Case reports will constitute an important department of the journal and the 
editors welcome case reports that are of unusual clinical value or that present exceptional conditions 
of interest. 


@ excHaNncEs—Letters, exchanges, reprints and all other communications relating to the Jour- 
NAL OF Orat Surcery, ANESTHESIA, AND Hosprrat Denrat Service should be sent to the Amer- 
ican Dental Association, 222 East Superior Street, Chicago 11. 

















Preferred: 

the oral approach 
to dental 
infections 


Achromycin V capsules 


Tetracycline with Citric Acid Lederle 


¢ broad spectrum control of primary and 


secondary bacterial components of dental infections 


¢ sustained activity at the oral tissue level... 

no dilution by salivation as encountered with 

local agents 

¢ most convenient for office and home 
administration 

¢ excellently tolerated ... notably free of untoward 
reactions 

« suppresses or prevents possible systemic 
complications 

Available for office use, or on prescription, from 
any pharmacy. 250 mg. (blue-yellow) capsules. 
Dosage is 4 capsules per day for the average adult. 
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...AN AID TO, NOT A SUBSTITUTE FOR, GOOD DENTISTRY 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York Qeterie) 





NOW AVAILABLE! 
The Key That Opens 
a TREASURE CHEST of 
DENTAL LITERATURE 
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INDEX TO DENTAL LITERATURE 
1958 Edition 


This convenient reference book is published annually. 
If you have occasion, even infrequently, to know what 
has been written or who has written on a given dental 
subject, this valuable edition belongs in your library. 


The 1958 edition contains alphabetical lists, by author 
and subject, of: 


Original Articles Book Reviews 
Abstracts Editorials 
Books Published During 1958 


Yes, the INDEX TO DENTAL LITERATURE is 
the key to dental literature, and you can obtain 
this brand new 1958 edition for just $10.00 by 
ordering today! 


Use This Handy Coupon! 





American Dental Association 
Subscription Department 

222 East Superior Street 
Chicago 11, Illinois 


Please send me the 1958 Edition of INDEX TO 
DENTAL LITERATURE at $10.00 per copy. My 
check is enclosed. 


Name 
Street 
City, Zone & State 
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